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FINALLY! 
A TRANQUILIZER 
THAT WILL 


SHORT OF 
DROWSINESS 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides greater tranquility with less 
drowsiness and more prolonged activity.1 QUIACTIN 
is remarkably nontoxic, noncumulative and has no 
withdrawal symptoms.'? 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 


into lassitude, dullness, depression. 


1. Proctor, R. C.: Dis. Nerv. Sys. 18:223 1957. 2. Feuss, C. D., and Gragg, 
L., Jr.: Dis. Nerv. Sys. 18:29, 1957. 3. Coats, E. A., and Gray, R. W.: Dis. 
Nerv. Sys. 18:191, 1957. Registered Trademark: Quiactin 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI + St.Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


(oxanamide ) 
hy 
SINCE 1828 


Pro-Banthine® “proved almost invariably 


effective in the relief of ulcer pain, 


in depressing gastric secretory volume and in 


inhibiting gastrointestinal motility. 


“Our findings were documented by an in- 
tensive and personal observation of these 
patients over a 2-year period in private prac- 
tice, and in two large hospital clinics with 
close supervision and satisfactory follow-up 
studies.”* 

Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is primary. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a most valuable agent when 
used in conjunction with diet, antacids and 
essential psychotherapy. 

Therapeutic utility and effectiveness 


99% 


of Pro-Banthine in the treatment: of peptic 
ulcer are repeatedly referred to in the recent 
medical literature. 
Pro-Banthine Dosage 
The average adult oral dosage of Pro- 
Banthine is one tablet (15 mg.) with meals 
and two tablets at bedtime. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Lichstein, J.; Morehouse, M.G.,and Osmon, K. L.: 
Pro-Banthine in the Treatment of Peptic Ulcer. A 
Clinical Evaluation with Gastric Secretory, Motil- 
ity and Gastroscopic Studies. Report of 60 Cases, 
Am. J. M. Sc. 232:156 (Aug.) 1956. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP is published monthly by the American Academy of 
Genera! Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 14, Illinois « One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R.R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1958 by the 
American Academy of General Practice. 
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Bronchogenic Carcinoma: A Review 
Abe Gimble, M.D. and Sol Katz, M.D. 
Bronchogenic carcinoma is the leading cause of death from cancer in our 
male population. This essay reviews the symptoms and treatment avail- 
able. 


The Dual Approach in Medical Treatment . 
Philip C. Rond, M.D. 
This essay discusses the factors that determine the patient’s psychologic 
reaction to physical illness. Successful practice of the medical “‘art’’ 
depends on proper consideration of the emotional side of illness. 


Timing of Plastic Operations in Children 
George V. Webster, M.D. 
This paper provides a partial guide to the selection of a time for surgical 


treatment of congenital anomalies. 


The Continuing Problem of Gonorrhea mores the 
Teen-Age Group 
Abraham Gelperin, M.D. 
Dr. Gelperin analyzes the factors responsible for our failure to control 
the occurrence of gonorrheal infection in the 15- to 19-year age group. 
Medical responsibility does not end with adequate antibiotic therapy. 


Subdural Puncture in Infancy 
Edward J. Tomsovic, M.D., Thomas A. Hanson, Mo. and 
William C. Butz, M.D. 
Subdural puncture provides early diagnosis of acute or chronic subdural 
hematoma and subdural effusion in infancy. This may forestall serious 
brain damage. Tomsovic and his colleagues tell how to do it. 


Surgical Reconstruction of the Penis 
James Barrett Brown, M.D. and Minot P. Fryer, M.D. 
Various accidents may cause deep or total loss of penile tissue. Surgical 
reconstruction is nevertheless possible. 


The Treatment of Plantar Interdigital cnet Infections 
and Intertrigo 
John S. Strauss, M.D. 
This is a brief account of the differential diagnosis of the two common 
lesions of the plantar interdigital spaces, with practical pointers on 
therapy. 


The Differential Diagnosis of “Strokes” 
William R. Chambers, M.D. 
Dr. Chambers points to the signs that should alert our suspicions that 
the “‘stroke”’ patient has something other than simple thrombosis or 
embolism. Diligent search may reveal a treatable lesion. 
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Edward Weiss, M.D. 

Freud first observed that illness of emotional origin may occur on the 
anniversary of a significant event in the patient’s life—usually death 
of a key figure. Similarly, symptoms may first appear on holidays or 
birthdays. A careful history uncovers this relationship. 


Blue Pus and the Role of the Physician in Its Production 120 
Buffalo General Hospital—University of Buffalo Conference 
Infection with pyocyaneus is the subject of this conference. Antibiotic 
therapy has made a pathogen of this organism by altering the normal 
intestinal flora. A case illustrates the serious problem of pyocyaneus 
infection introduced by needle puncture. 


Mucoid Impaction of the Bronchi . . . . . . . 125 
Sol Katz, M.D. 
Associate Editor, GP 


The Choice of Treatment in Peripheral Arterial Disease . 126 
Orville Horwitz, M.D. and Brooke Roberts, M.D. 
Medical therapy is needed in all cases of peripheral arterial disease. 
This essay provides a practical guide for selection of those cases in which 
surgical treatment is also to be tried. 
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these ae other timely and informative articles 
scheduled to appear in coming issues, 


Functional Disturbance of Uterine Bleeding. CRARIES 
D. Kimpau, M.b. Mechanisms have been demons 
strated whereby the histologically normal wierus 
may bleed in response to psychologically threatening 
situations. Rational therapy is now available ana 
hysterectomy may be avoided. 


Burn Therapy in Infancy end Childhood. Ay 
SEGNITZ, M.D. Although there is little entirely 
in treating a burned child, this essay re-preseaie 
the needed hechwiques vividly and impressively, 


The Management of Ulcerative Colitis. 
Rurrin, Ivan C. mip. and Wh 
Crockett Jn. M.D. This essay affords a 
quick view of present-day. medical methods. Thes 
prove successful in the great majority of cases. 


Pelvic and Left Colon Surgery. Joun L. 
M,D., Joun P. SCHNEIDER, M.D. and Dewann 
Ferris, Here are practical instruchons Jor 
detecting and treating urologic accidents that oder 
during pelvic surgery. These difficult problems 
require close supervision and teamwork. 


Arborization of Cervical Mucus—A Simple Test for 
Ovarian Function. Isapor FormMAN, M.D. Here ts a 
clear description of the technique and interpretation 
of a simple and accurate test for the presence aud 
timing of ovulation. It assists in the differential 
diagnosis of pregnancy and may help prediat 
abortion. 

Cardiac Function and Disease on Acute and Chronic 
Exposure to Altitude. Lawrence E. Lams, way 
Studies of human adaptation to an environment 
15,000 feet above sea level have clinical significance 
in present-day medical practice, 


Local Anesthesia Produced by Drugs and Other Means. 
S. Lunpy, u.v. Dr. Lundy secks to redirect 
attention to a valuable form of anesthésia—one 
that makes it quite possible to carry out procedures 
without assistance from other people, 
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help normalize prothrombin time before surgery 


“has a more prompt, more potent and more 
prolonged effect than the vitamin K analogues’”’* 


VITAMIN Kj 


Reduce the hazard of hemorrhage due to hypoprothrombinemia during 

or after surgery: tonsillectomy, obstetrical and gynecological procedures, 
surgery of the newborn (especially prematures), neurosurgery, thoracic 
surgery, intestinal surgery, biliary tract surgery, rhinoplasty, surgery in any 
highly vascular area. : 

Especially indicated in patients with obstructive jaundice, or when prothrombin 
level is depressed following administration of anticoagulants, barbiturates, 
salicylates, antibiotics, sulfonamides, or phenylbutazone. Can also 

be used postoperatively to combat hemorrhage due to hypoprothrombinemia. 


Dosage: Surgery—up to 50 mg. orally at least 24 hours preoperatively or up 
to 50 mg. intravenously at least 12 hours preoperatively to restore prothrom- 
bin to safer levels. 

Supplied: Tablets, 5 mg., bottles of 100. Emulsion, each 1-cc. ampul contains 
50 mg., boxes of 6 ampuls. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Mephyton is a trade-mark of MERCK & CO., inc. 


*Council on Pharmacy and Chemistry: New and Nonofficial Remedies, Philadelphia, J. B. Lippincott Co., 1956, p. 505. 
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MEMO FROM THE PUBLISHER 


Dr. Hucu H. Hussey, GP’s able medical editor (sometimes 
known as ‘H*”), is responsible for all material appearing in our 
scientific sections. But as the final prerogative rests with the 
publisher and his staff in Kansas City, items sometimes appear 
without Dr. Hussey’s knowledge. He would never, for example, 
have inserted this encomium about himself. We judiciously 
*lost” the galley proofs in order to let our readers know the 
high esteem that greets our modest medical editor in the high- 
est councils of American medicine. The item first appeared in 
the January Medical Annals of the District of Columbia: 

**Few members are aware of the society’s outstanding repre- 
sentation in the high councils of the American Medical Associa- 
tion and its impact on the decisions and policies of that organiza- 
tion. This has, in fact, been true for a number of years. It will be 
recalled that the society’s delegates to the AMA have, in the 
past, included such able spokesmen as Dr. Henry C. Macatee 
and, more recently, Dr. Herbert P. Ramsey. At present, the 
society is especially fortunate in its representatives. Although it 
is hardly necessary to mention their names because they are so 
well known to most Washington physicians, there are undoubt- 
ediy facts about their recent activities with which a majority are 
unfamiliar. 

‘Dr. Hugh H. Hussey now holds one of the top assignments 
in organized medicine. For a number of years a society dele- 
gate, he was elected a member of the AMA’s powerful Board of 
Trustees in Chicago in 1956. In the short time since his election, 
he has demonstrated his unusual capabilities and won high 
praise from his associates on the Board. They say of him that 
the is the best thing that has happened to the AMA in a long 
time.’ His keen and analytic mind has apparently made a deep 
impression. 

‘*Because he is still a comparatively young man, much more 
is expected of him, and in the years to come it is certain that his 
influence in medical circles will continue to grow.” 

Dr. Hussey joined the staff in June, 1951. Two months later, 
he was GP’s medical editor. In addition to his editorial duties 
and his top-echelon AMA position, Dr. Hussey is chairman of 
the Department of Medicine at his medical alma mater, George- 
town University. A portion of his few remaining hours (we’re 
convinced that he doesn’t sleep!) is spent at guiding model 
trains around an intricate system of tracks and switches. 

Dr. Hussey will perhaps frown on such editorial shenanigans. 
We can only hope that he shares our warm affection and will 
perhaps someday forgive us for pointing out that he’s a man of 
many talents and a man of many friends. 

—M.F.C. 
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Chemically different —DULCOLAX is bis(p-acetoxyphenyl)-2-pyri- 
dylmethane, a new synthetic compound which differs markedly 
from other laxative compounds. 


Pharmacologically unique—DULCOLAX does not depend on sys- 
temic absorption but acts by direct contact on the colonic 
mucosa.’ DULCOLAX therefore produces no systemic effects. It 
has no significant action on the small intestine,’ and its esac 
is not affected by intestinal muscle tone.?’* 


Clinically distinctive -—DULCOLAX offers the clinician an entirely 
new kind of laxative—a contact laxative. Administered either 
orally or rectally, it causes normal peristalsis throughout the 
colon, producing soft, formed stools. 


prompt and predictable—When DULCOLAX Tablets are taken at 
bedtime, evacuation occurs in the morning (8 to 12 hours) without 
disturbing sleep.*:* If taken before breakfast, evacuation occurs 
in most patients in 1 to 6 hours.5** DULCOLAX Suppositories 
act almost immediately—in 15 to 60 minutes.2-%'®"! 


virtually no contraindications —DULCOLAX is virtually non- 
toxic.':5-7'%'2 In fact, the only contraindication is an acute 
surgical abdomen. DULCOLAX may be given to patients with 
severe and chronic illness,*5:'':'?-'* including those with he- 
patic and renal disease,® and to pregnant, lactating,* pediatric,” 
geriatric,” and pre- and postoperative patients.*°''? It is espe- 
cially useful in preparing patients for proctoscopic'® and radio- 
logic? examinations. 


UNIQUE! NEW! 


effective and gentle—DULCOLAX has a mild and gentle action, 
producing normally soft, formed stools.4-7''®'? It may, therefore, 
be given to senile, enfeebled patients,'' and the very young." 
Cramping and diarrhea are rare,5~”"'® and can usually be elimi- 
nated by reducing dosage. 


very well tolerated—DULCOLAX is virtually free from side 
Patients—including peptic ulcer cases'?—find 
that the small, acid-resistant, sugar-coated tablets are easy to 
take and well tolerated. They do not develop a tolerance for 
DULCOLAX.*~¢:'2-"® In fact, as the patient’s bowel habits become 
regulated, dosage may often be reduced.*’” 


references: (1) Schmidt, L.: Arzneimittel-Forsch. 3:19, 1953. (2) Meyer- 
Burgdorff, G.,and Eichler, J.: Med. Klin. 49:1921, 1954. (3) Ganz, P., and 
Zindler, M.: Medizinische No. 29-30:1042, 1955. (4) Scheel, M.: Hippo- 
krates 26:624, 1955. (5) Frankl, R.: Medizinische Noe. 49:1587 (Dec. 5) 
1953. (6) Foertsch, A.: Deutsche med. Wchnschr. 78:916, 1953. (7) Krueger, 
H. H., and Piegsa-Quischotte, |.: Aerztl. Wchnschr. 8:891 (Sept. 11) 1952. 
(8) Stockmeier, F.: Muenchen. med. Wchnschr. 95:1058, 1953. (9) Kol- 
shorn, R.: Muenchen. med. Wchnschr. 96:949, 1954. (10) Schaal, W., and 
Bachor, W.: Med. Klin. 48:1072, 1953. (11) Clark, A. N. G.: Brit. M. J. 
2:866 (Oct. 12) 1957. (12) Barth, H.: Deutsches med. J. 4:415 (Aug. 15) 
1953. (13) Brandt, G., and Brandt, W.: Landarzt 30:589, 1954. (14) Vieth, 
H.: Therap. Gegenw. 94:60, 1955. (15) Hauff, F. W.: Deutsches med. J. 
5:483, 1954. (16) Aue, H.: Medizinische No. 3:118, 1954. 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel movement the 
following morning, or 2 hour before breakfast for a movement in 1 to 
6 hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated tab- 
lets of 5 mg. in boxes of 6 and bottles of 100. Suppositories of 10 mg. in 
boxes of 6. Under license from C. H. Boehringer Sohn, Ingelheim. 
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SECRETARY'S NEWSLETTER 


APRIL, 1958 


Significant Events 


Assembly Attendance p In Dallas, Tex., where things are big and getting bigger, 
Records Shattered 7,431 doctors and guests last week rewrote Assembly attend— 

ance records. The final registration count included 3,634 
physicians, 625 more than attended last year's meeting in 
St. Louis. 

Shortly before adjourning, the Academy's policy-making 
Congress of Delegates, voting unanimously, handed the 
president-elect assignment to Dr. Fount Richardson, Fayette— 
ville, Ark. Dr. Richardson, completing two terms as chair-—- 
man of the Board, will take office next April at the San 
Francisco Assembly. 

The new vice president, Dr. Charles C. Cooper, St. Paul, 
Minn., was also elected by acclamation. Drs. John Paul 
Lindsay, Nashville, Tenn., Paul S. Read, Omaha, Neb. and 
James M. Perkins, Denver, Col. were elected to three-year 
terms on the Board of Directors. The speaker and vice 
speaker of the Congress, Drs. James D. Murphy, Fort Worth, 
Tex. and Horace Eshbach, Drexel Hill, Pa., were unanimously 
re-elected at the closing session. 


At Wednesday night inauguration ceremonies, President 
Malcom E. Phelps, El Reno, Okla., handed the Academy gavel 
to President-elect Holland T. Jackson, Fort Worth, Tex. 


Congress Debates p Delegates considered more than 40 resolutions and studied 
Key Resolutions the annual reports of officers, commissions and committees. 
Prior to adjourning, the Congress: 

Instructed the Board to petition for membership on the 
Joint Commission on Accreditation of Hospitals. The Congress 
adopted four resolutions calling for the Academy to seek 
JCAH representation. The Academy hopes to fill a vacancy 
that will be created when the Canadian Medical Association 
withdraws next January. Members of the Congress pointed 
out that the expenses involved would be well worth the 
additional stature and prestige . , 

Rejected numerous proposals to change the Academy's 
corporate name. The subject was debated at length after 
members of the reference committee heard a detailed report 
of a study done recently by the Opinion Research Corpora— 
tion, Princeton, N.J. . 

Adopted policy statements relating to in-hospital training 
for practicing physicians. The statements included a 
suggested plan for a sponsorship training program that 
would lead to additional hospital privileges. .. 

Decided that more study is needed on plans to substitute 


a_ two-year general practice residency for the one-year 
internship. 
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Academy Will Study p The Board of Directors was asked to continue investigating 
Certification Board the establishment of a general practice certifying board. 
The Congress wants continued liaison with the American 
Medical Association's Section on General Practice and the 
Advisory Board of Medical Specialties. In other key actions, 
the delegates: 

Established an educational and research foundation that 
will seeks funds for studies relating to the scope and 
nature of general practice. Tax—deductible contributions 
have already been received by the foundation. 

Blasted the Forand national compulsory health insurance 
bill and heartily endorsed Jenkins—Keogh legislation that 
would let self-employed persons establish tax-deferred 

retirement income funds. 


Walsh Elected » The new Board of Directors met shortly after the Dallas 
Board Chairman Assembly closed and elected a chairman, Dr. John G. Walsh, 
Sacramento, Calif. Dr. Walsh was elected to the Board in 
1956 and has been a member of the Commission on Hospitals. 
Treasurer Albert E. Ritt, St. Paul, Minn., was re-elected 
by the Board. Drs. Walsh and Ritt, with Drs. Floyd C. 
Bratt, Rochester, N.Y. and Norman H. Booher, Indianapolis, 
Ind., comprise the Academy's Executive Committee. 
The Board also named four commission chairmen. They are 
Dr. Charles C. Cooper, Commission on Hospitals; Dr. Floyd 
C. Bratt, Commission on Legislation and Public Policy; Dr. 
Carleton R. Smith, Peoria, I1l1., Commission on Education and 
Dr. Norman R. Booher, Commission on Membership and 
Credentials. 
The Board of Directors will meet May 17-18 at headquarters 
to fill commission vacancies and appoint new committee 
members . 


>» More than 5,000 doctors and their wives attended a 

Social Program Wednesday evening reception honoring President Malcom E. 
Phelps. Other social highlights of the Assembly included a 
Neiman—Marcus luncheon-—fashion show and a special 

children's entertainment program. 


Forand May Modify p Academy Washington sources report that Representative 

Controversial Bill Aime J. Forand (D-R.I.) won't insist that under the provi- 
sions of his compulsory health insurance bill, surgery must 
be done by board-certified surgeons or ACS members. As the 
bill now stands, only members of these two groups would be 
compensated for non-emergency surgical procedures. 

Forand's bill, tagged HR 9467 and sponsored by the AFL- 
CIO, would annually provide 13 million beneficiaries with 
more than $2 billion worth of free medical care. During the 
Assembly last week, Dallas newspapers headlined Dr. Malcom 
Phelps' charge that the bill is "a modified version of com- 
pulsory national health insurance that would inevitably lead 
to the nationalization of hospitals, physicians and related 
medical groups." 
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Cardiology: William H. Gordon, m.p., Lubbock, Tex.; J. Willis 
Hurst, m.p., Atlanta, Ga.; Fay A. LeFevre, m.p., Cleveland, 
Ohio; Arthur Master, w.p., New York, N.Y. 


, Antibiotics and Infectious Diseases: Harry F. Dow- 
ling, m.p., Chicago, Ill. ; Maxwell Finland, m.p., Boston, Mass. ; 
Theodore E. Woodward, m.D., Baltimore, Md. 


Colon and Rectal Diseases: R. Kennedy Gilchrist, m.p., Chicago, 
Ill. 


Deficiency Diseases: W. H. Sebrell, Jr., m.p., Manhasset, N.Y.; 
Tom D. Spies, m.p., Chicago, Ill. 


and Syphilology: Leon Goldman, m.p., Cincinnati, 
Ohio; Donald M. Pillsbury, m.p., Philadelphia, Pa.; Richard 
L. Sutton, Jr., M.p., Kansas City, Mo. 


Diseases of the Chest: Andrew L. Banyai, M.D., Milwaukee, Wis.; 
John Seabury, m.p., New Orleans, La.; Maurice S. Segal, 
M.D., Boston, Mass.; Julius Wilson, M.p., Philadelphia, Pa. 


Endocrinology: Roberto Escamilla, m.p., San Francisco, Calif. ; 
Arthur Grollman, m.p., Dallas, Tex.; E. H. Hashinger, M.p., 
Kansas City, Mo.; William Parson, m.p., Charlottesville, Va. 


Endoscopy: Edward B. Benedict, m.p., Boston, Mass.; Chevalier 
L. Jackson, m.p., Philadephia, Pa. 


Gastroenterology: Lt. Col. Eddy D. Palmer, m.c., New York, 
N.Y.; Martin E. Rehfuss, m.p., Philadelphia, Pa. 


General Medicine: J. H. Comroe, Jr., m.p., Hillsborough, Calif. ; 
Harry Gold, m.p., New York, N.Y.; Harold Jeghers, m.p., 
Jersey City, N.J.; John C. Krantz, Jr., pu.p., Baltimore, Md.; 
John P. Merrill, m.p., Boston, Mass.; William D. Paul, m.p., 
Iowa City, Ia.; Wallace M. Yater, m.p., Washington, D.C. 
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HEMAT NIC LEDERLE 


INTRINSIC FACTOR CONCENTRATE WITH B,. 


FALVIN FEATURES AUTRINIC— the new, highly active Intrinsic Factor Con- 
centrate that promotes intestinal absorption of Vitamin B., resulting in 
serum Bu. levels significantly higher than those obtained with Intrinsic 
Factors now in common use or Vitamin Bz alone 


HIGHER SERUM B,, LEVELS FOR A BETTER PATTERN OF RESPONSE 
IN ANTI-ANEMIA THERAPY 


THERAPEUTIC for anemia due to deficiency of recognized hemopoietic elements 
SUPPORTIVE where anemia is associated with other pathology 


PROPHYLACTIC in marginal deficiency states which may predispose to clinically 
overt anemia 


Each capsule contains: 

Vitamin Biz with Autrinic* intrinsic Factor Concentrate 
Ferrous Sulfate Exsiccated 

Ascorbic Acid (C) 

Folic Acid 

Dosage: Two Capsules Daily 


FALVIN WITH AUTRINIC— INTRINSICALLY BETTER IN ANEMIA 


*Reg. U.S. Pat Off. 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 


GP Volume XVII, Number 4 


Pring 
: 
3, 
| 
ute 
12 
. 


General Surgery: Arthur W. Allen, M.p., Boston, Mass.; H. Glenn 
Bell, w.v., San Francisco, Calif.; Frederick A. Coller, M.D., 
Ann Arbor, Mich.; L. Kraeer Ferguson, m.p., Philadelphia, 
Pa.; Philip Thorek, .v., Chicago, IIl. 


Hematology: Robert J. Gilston, m.p., Amsterdam, N.Y.; William 
J. Harrington, M.D., St. Louis, Mo. 


industrial Medicine: Earl F. Lutz, m.p., Detroit, Mich. 


lsboratory Medicine and Pathology: Douglas Sprunt, m.p., Mem- 
phis, Tenn. 


Military Medicine and Civil Defense: General William R. Lovelace, 
u.v., Albuquerque, N.M. 


Neoplastic Diseases: Leland R. Cowan, .p., Salt Lake City, Utah 


Neurology and Neurologic Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; James L. O’Leary, M.p., St. Louis, Mo. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleveland, 
Ohio; Robert J. Crossen, m.p., St. Louis, Mo.; Ernest W. 
Page, M.D.. Berkeley, Calif.; John L. Parks, m.p., Washingon, 
D.C. 


Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; Law- 
rence T. Post, m.p., St. Louis, Mo. 


Oral and Plastic Surgery: Paul W. Greeley, m.p., Chicago, IIl.; 
V. H. D. Kazanjian, M.p., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, IIl.; 
William Green, M.p., Boston, Mass. 


Otolaryngology: Dean M. Lierle, m.p., Iowa City, Ia. 


Pediatrics: Harry Bakwin, M.p., New York, N.Y.; Frederic G. 
Burke, m.p., Washington, D.C.; James Hughes, m.p., Mem- 
phis, Tenn.; Irvine McQuarrie, M.p., Oakland, Calif. 


Physical Medicine and Rehabilitation: Howard A. Rusk, m.p., New 
York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin Anderson, 
pH.D., New York, N.Y.; Leonard Scheele, m.p., Washington, 
D.C. 


Psychiatry: O. Spurgeon English, m.p., Philadelphia, Pa.; R. A. 
Matthews, m.p., Harrisburg, Pa.; Ian Stevenson, M.p., Char- 
lottesville, Va.; Stewart Wolf, u.p., Oklahoma City, Okla. 


Radiology: Ross Golden, m.p., Los Angeles, Calif.; E. P. Pender- 
grass, M.D., Philadelphia, Pa.; Leo G. Rigler, M.p., Los 
Angeles, Calif. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- 
son, Ariz. 


Tropical Medicine: William A. Sodeman, m.p., Philadelphia, Pa. 


Urology: J. A. Campbell Colston, m.p., Baltimore, Md.; Robert 
Lich, «.p., Louisville, Ky. 


GP Apri 1958 13 


CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


COMPACT—less space required . . . SIMPLIFIED—but 
allowing technical flexibility .. . CONTEMPORARY —will 
compliment its surroundings .... VERSATILE—diagnostic 
radiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
chy .. . hand tilt table... 
12” x 16" fluoroscopic screen .. . 
motor driven table . . . spot 


. 12” x 12” fluoroscopic screen. 


\/ 


... 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer... 
with integrating fluoro- 
scopic timer. 


OF LAND- ALR INC 
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Medrol 


the corticosteroid that hits the disease, 


but spares the patient 


Upjehn 


The Upjohn Company 


TRADEMARK FOR METHYLPREONISOLONE, UPJOHN Kalamazoo, Michigan 
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This Month's Authors 


James Barrett Brown, M.D. adds journalism and military medicine to his 
duties as professor of clinical surgery, Washington University, St. Louis. He is a 
past president of the American Association of Plastic Surgeons and was for ten 
years consulting editor of Surgery, Gynecology and Obstetrics. A member of the 
Board of Editors, Excerpta Medica, and associate editor, Cyclopedia of Medicine, 
Surgery and Specialties, Dr. Brown is a staff member of nine hospitals. He is chief 
consultant in plastic surgery, Veterans Administration, Washington; consultant 
to the Air Force Surgeon General and senior civilian consultant to the Army Sur- 
geon General. His article is “Surgical Reconstruction of the Penis.” Page 104 


Abraham Gelperin, M.D. is a senior staff physician at the Veterans Adminis- 
tration Research Hospital, Chicago, Ill. Formerly director of the Des Moines- 
Polk County Health Departments, Iowa, Dr. Gelperin received his doctorate in 
public health from the Johns Hopkins School of Hygiene, Baltimore, Md. He 
received his M.D. degree from the University of Cincinnati and studied hospital 
administration at Northwestern University, Chicago. Dr. Gelperin has practiced 
public health in Cincinnati, Ohio, New Haven, Conn., and Des Moines. His 
article is concerned with “The Continuing Problem of Gonorrhea Among the 
Teen-Age Group.” Page 93 


Orville Horwitz, M.D. coauthored “Choice of Treatment in Peripheral 
Arterial Disease,” this month’s “Practical Therapeutics” article, with Brooke 
Roberts, M.D., a University of Pennsylvania colleague. Dr. Horwitz, assistant 
professor of clinical medicine at the University, is in the vascular section of the 
University hospital’s Robinette Foundation for the study of cardiovascular dis- 
ease. In addition to his regular staff duties, he is chief of the vascular section, 
Bryn Mawr Hospital; chairman of the homograph committee, Heart Association 
of Southeastern Pennsylvania; and member of the advisory committee, section 
on circulation, American Heart Association. Page 126 


John S. Strauss, M.D. is the author of ‘The Treatment of Plantar Interdigital 
Fungus Infections and Intertrigo.” A Yale graduate, Dr. Strauss is assistant 
professor of dermatology, Boston University School of Medicine, and assistant 
director, genito-infectious diseases clinic, Massachusetts Memorial Hospital, 
Boston. He received a USPHS postdoctorate fellowship in the department of 
dermatology, University of Pennsylvania, and has applied for a USPHS grant on 
**Pathogenesis of Acne Vulgaris.” Dr. Strauss is assistant visiting physician in 
dermatology, Massachusetts Memorial Hospital, and is a member of the Society 
for Investigative Dermatology. Page 108 


George V. Webster, M.D., author of “Timing of Plastic Operations in Chil- 
dren,” is a plastic surgeon in Pasadena, Calif., and president-elect of the Ameri- 
can Society for Surgery of the Hand. He is also associate professor of plastic 
surgery, University of California School of Medicine (Los Angeles). Dr. Webster 
is currently on the senior surgical staff of several hospitals, including Huntington 
Memorial, St. Luke and Methodist Hospital of Southern California. During 
World War II, he was chief of the plastic surgical center, National Naval Medical 
Center, Bethesda, Md. His current hobbies are electronics, woodworking and 
Page 88 


sculpture. 


GP April 1958 


4 : 
? 


Mudrane—unique 


in its comprehensive 
therapeutic balance 
and in its stable 
formulation of standard 
anti-asthmatic drugs— 

B ONE TABLET, 3 OR 4 TIMES. DALY 
provides superior 

relief without side-effects 


WITH FULL GLASS OF WATER 


in bronchial asthma: 
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Dessert Mixed with Beans 


Dear Sirs: 

I have received another letter from one of the research 
groups that is continuing a study to find out what medical 
journals were of the most value to the general practitioner. 
It also inquired about advertising. 

I believe that GP ranks as one of the outstanding maga- 
zines at the present time. However, I would like to register 
acomplaint about the practice of intermingling advertising 
with general reading material. I feel that for Modern Medi- 
cine, Medical Economics and journals of that type which are 
distributed free of charge and maintained by the advertis- 
ing, this is satisfactory. But when we have to pay for a 
magazine and then have the magazine full of advertising 
that is intermingled with the reading material, [ must admit 
that I do not like this. 

The advertising quite frequently is very educational and 
I spend considerable time studying the same, but I do not 
like to have it mixed with my reading material any more 
than I want my dessert mixed with my beans. 

I would also like to add a word of praise for the Abstracts 
after each national meeting. These are very good. I’m sorry 
that more of the larger meetings do not publish the same 
type of coverage. I hope it will be continued by the 
Academy. 

Best wishes for your continued success in the publication 
of GP and your other Academy ventures. 

Joun W. TuNNELL, M.D. 
Taft, Tex. 


Poison Control Request 


Dear Sirs: 
I have a suggestion regarding a subject which I believe 
would be of great interest to your readers. You are doubt- 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly... . 


less aware of the recent increased interest in Poison Con- 
trol Centers, their function, and particularly the method 
of establishing such an organization. 

As director of the Knoxville Poison Control Center, I 
have received a number of inquiries from other areas re- 
questing information on this subject. To the best of my 
knowledge this is the only center in the United States 
sponsored and maintained by general practitioners. I feel 
there are many other areas where such a project could and 
should be established by general practitioners. 

I believe that an article relative to this subject in your 
publication would be of great benefit and interest. 

Rosert F. Lasu, M.p. 
Knoxville, Tenn. 


No sooner said than done. Dr. Lash will be gratified to 
know that such an article was already on GP’s schedule. See 
page 159 of this issue for “Lifesaving Poison Control.”— 
PUBLISHER. 


Associate Needed 


Dear Sirs: 

My partner and I are engaged in general practice in Los 
Gatos, a small suburban town on the outskirts of San Jose. 
Persons familiar with this part of the country will remember 
that it is a highly desirable place in which to live and work. 

Our practice is such that we need one or two associates. 
The association we have in mind would consist of the new 
man working for a salary for a period of two years, then if 
all parties were satisfied a partnership arrangement would 
be entered into. 

I would like to hear from any general practitioners who 
are interested. 

AnsTEN R. Ngss, M.D. 
Los Gatos, Calif. 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 

* * * 


® Sleep paralysis may occur more often than realized. 
It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 
accompanied by the inability to speak or hallucinations. 
It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust LorusaTe®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. Lorusarr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 


22 


Preparing for Family Doctor Role 
Dear Sirs: 


At present I am a senior medical student at Jefferson 
Medical College of Philadelphia. I am writing for informa. 
tion both for myself and for a group of my classmates, 

Several of us feel quite strongly about the role of the 
family physician, the importance of postgraduate (raining 
and the necessity of high professional standards. 

With these objectives in mind, we wili probably settle 
and practice in towns some distance from our major medi. 
cal centers. In order to bring the best of care to our future 
patients we have been discussing the advisability of taking 
a general practice residency. 

Are such residencies ‘tapproved” such as an obstetric or 
surgical program might be? If they are, where might we 
obtain a list of hospitals offering this training? Do you 
know of any financial assistance which might be granted? 
I am familiar with only those fellowships granted by Mead 
Johnson & Company. 

And finally, we feel that two or three of us could offer a 
community better service if we developed a group clinic 
and practice. Does the AAGP take an official position— 
pro or con—in regard to group practice? 

My colleagues and I will be very grateful for any assist. 
ance you may give us. 

FREDERICK W. Fioyp, Jr. 
Philadelphia, Pa. 


Student Floyd has since received a copy of the Academy's 
recommendations on general practice residencies and a list of 
hospitals with approved programs with the assurance that gen- 
eral practice residencies are conducted and approved in the 
same manner that residencies in the specialties are. 

In answer to his inquiry on grants for graduate training in 
general practice, at the present time there are only the Mead 
Johnson awards. As for group practice, the Academy has not 
expressed an official policy, but a large percentage of the mem- 
bers are engaged in group or partnership practice. There are 
also many doctors who prefer solo practice.—PUBLISHER. 


More MUSE(ing) 
Dear Sirs: 


This letter concerns the report and recommendation of 
the Academy’s new Minimum Uniform Standards of Educa- 
tion Committee. I have chosen to set forth some quotes 
from the committee’s report and then follow with my own 
comments. I will lead off with objectives. 

Quote: ‘1. The major objective of undergraduate medi- 
cal education is and will continue to be the production of 
the thoughtful, judicious and intelligent physician who is 
prepared for further training in his chosen field of practice, 
research, or administration.” 

Comment: Why have seven years of premedics? Why 
not teach medicine in our medical schools? As matters now 
stand we teach medicine in our hospitals. Hospitals wert 
not designed for this purpose. They teach medicine the 


GP Volume XVII, Number 4 


mal 
this 
wh 
th 
> 
sh 
‘ 
u 
sl 
i 
| 


sive way. That is hospitalization of all patients and 
nany laboratory tests. The American family cannot afford 
this expense and it leads directly to tax-supported medicine 
which is socialism. Do we want that ? 

Quote: “2. A new structure of graduate medical educa- 
ion is urgently needed for the training of the family 
practitioner.” 

Comment: This should read undergraduate and gradu- 
ate. Perhaps we should consider the track system as now 
used in the public schools of Washington, D. C. where four 
different courses are provided for pupils of different ability 
and ambitions. Why should an EENT man be required to 
know complete anatomy ? 

Under definitive discussion, I would like to point out 
the following : 

Quote: “1. The sound preparation of such an undiffer- 
entiated physician is the major and laudable objective of 
undergraduate medical education.” 

Quote: “2. The general physician and his development 
should be and should remain the major objective of under- 
graduate medical education.” 

Comment: This committee should meet again to decide 
which they want. 

In conclusion the MUSE report said: 

Quote: “Chronology alone should not be made a meas- 
uring stick. The duration of medical education may well be 
shortened by abandoning our present preoccupation with 
time and adopting a new more qualitative measurement.” 

Comment: MUSE is right, so right. 

Loren G. SHROAT, M.D. 
Seattle, Wash. 


Hey Hervey—It’s Me! 


Dear Doctor Cahill: 
Our Surgical Committee is faced with a problem in 
tuling upon the ethical status of a general surgeon and a 
general practitioner practicing together. This particular 
set-up is where the surgeon is paid a salary by the general 
practitioner and if the volume of work done by the surgeon 
is above a certain figure he will receive a percentage of the 
practice. 
We would like to know whether this arrangement would 
be agreeable to the standards of the General Practice group. 
H. R. Hopson, m.p. 
Chairman 


Surgical Committee 
Wichita-St. Joseph Hospital 
Wichita, Kansas 


The inside address from Dr. Hodson’s letter showed that it 
was intended for the Academy’ s executive secretary and general 
counsel, who thus replied: —PUBLISHER 


Dear Hervey: 

Though you address me as “Doctor Cahill,” I trust you 
will remember that I am Mac F. Cahal (J.D.—not M.D.) and 
that I am an old friend of yours. I can guess that the letter 
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sleep from 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®°—120 mg. (2 grains). 
Adult somnifacient dosage: 1 purple Caplet 

15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


() LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Emotional stress is a serious 
threat to an already 
diseased heart. Thoracic 
muscular tension simulating 
cardiac pain is an added 
source of apprehension. 
Anxiety may precipitate 
tachycardia, various 
arrhythmias, coronary 
insufficiency, and increased 
cardiac decompensation. 


‘Miltown’ relaxes both 
mind and skeletal muscle. 
Therapeutic management 
with ‘Miltown’ (200 mg. 
q.i.d.) “definitely reduced 


nervous tension and 

anxiety” in all patients Mi It O 

(80 cases), and enhanced 1 al Wir 
recovery from acute cardiac |THE ORIGINAL MEPROBAMATE | 


* | DISCOVERED & INTRODUCED BY | 
episodes in many cases. | | 


* Waldman, S. and Pelner, L.: Management of anxiety associated NEW BRUNSWICK, NEW JERSEY 


with heart disease. Am. Pract. & Digest Treat. 8:1075, July 1957. Raa wad 
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addressed to me is one of numerous ones which were sent 
to other national medical organizations. 

[am aware of no prohibition in the Principles of Medical 
Ethics which forbids one doctor to employ another in the 
practice of medicine or surgery. There is no prohibition 
against such practice in the medical practice statutes nor 
the decisions of Kansas and other states. 

Inasmuch as the employment of a surgeon by a general 
practitioner is neither prohibited by the law nor the 
Principles of Medical Ethics, the American Academy of 
General Practice would have no objection to such ar- 
rangements. 

Mac F. Canar 
Executive Secretary 


Ounce of Prevention... 


Dear Sirs: 

I would greatly appreciate your sending me a reprint 
of the article entitled ‘Prevention and Treatment of Acute 
Ligament Injuries in Athletes” by Dr. Don H. O’Donoghue, 
published in the August, 1957 issue of GP. 

Iam the team physician for a high school here in Chicago 
and consequently would like the reprint for the trainer 
and coaches in the athletic department at the school. 

This article is one of the best, in fact the best, that 
I have ever read regarding such injuries. May I take this 
opportunity for commending you for printing such excellent 
articles. 

In addition I am sending my sincerest thanks to you and 
to the author for realizing that such conditions exist in 
this present age of ours. 

Thanks a million, net only from me but from all the 
high school athletes whom I have the pleasure of taking 
care of, for this splendid piece of work. 

STANLEY M. M.D. 
Chicago, Ill. 


“Care to Smoke?” 


Courtesy of Boyle and Company 
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dramatically new! 


for: acne, 
atopic eczema, 
seborrheic keratosis, 
follicularis, 
and the dry, rough, 


min A for rapid aid in reducing scaling, 
roughness and dryness. Pantothenylo! pro- 
vides prompt, effective relief from itching; 
soothes and promotes healing. 


: each ounce of Aquaso!l A Cream provides: 

‘Vitamin A. . . . . . 200,000 U.S.P. Units 

: Pantothenyloi (analog of pantothenic acid) . 2% 
in a water-miscible, highly absorptive base. 


White, pleasantly scented, highly aesthetic. In 
oz. tubes. . 


u. s. vitamin corporation 
(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. Y. 
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in ever 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.'”* In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 


ay 


Sputnik Versus Medicine 


Waen THE Sputniks wir the heavens, people in the 
United States quickly became more than ever inter- 
@sted in science. The disagreeable fact was that the 
Soviet Union had launched a space satellite first. And 
that kind of thing is bitter medicine in these United 
States where being first in the development of any- 
thing new or big is a national compulsion. 

Pointed questions were asked—Is the United States 
falling behind in scientific development? Do we have 
enough science teachers? Do we pay science teachers 
enough? Is everything possible being done to encour- 
age bright young people to enter a career of research 
in science? Is basic research (as opposed to applied 
research) receiving the attention and support it de- 
serves? 

Well, all the questions were answered in a manner 
that indicated national deficiencies and neglect of 
science. And the reaction was characteristic of the 
national will to excel—spend that money, get those 
scientists, pay those teachers! 

It seems advisable for physicians to consider whether 
that national reaction contains any kind of threat to 
medicine. Medicine, as a science, has its applied side 
(the practice of medicine) and its basic side (medical 
education and research). In the years since World 
War II, the basic side of medicine has been living in 
an age of plenty. There has been a phenomenal in- 
crease in the amount of money available for medical 
teachers and research workers. Much of that money 
has come in the form of grants from the federal govern- 
ment. It is only being realistic to consider the pos- 
sibility that some of that money may now be diverted 
to the support of other branches of science. 

Even more important than the possibility of finan- 
cial “hard times” in the basic side of medical science 
is the question of competition for personnel. Here in- 
deed, medicine had already been feeling the squeeze 
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before Sputnik swept the skies. There had been a 
decline in the number of qualified young people seek- 
ing a career in medical science. They were being at- 
tracted to other types of scientific careers. It is evident 
that the situation may worsen. 

If these fears are realized and medicine does in fact 
come upon times of stringent living, surely here’s a 
scientific paradox. Preoccupation with one kind of 
science will have diverted support from another. The 
paradox would be all the more sharply defined by an 
interesting fact in connection with satellite research 
in the United States. When the time comes to launch 
a satellite that carries a living organism, means will 
have to be devised to transmit data on that organism’s 
function to a recording station on earth. The man 
who will probably be given the responsibility for that 
task is an expert in electronics techniques, is well 
known for his development of methods to record 
physiologic data on aviators in flight, and is—of all 
things—a physician. 


Bufferless Aspirin 


LONG EXPERIENCE and many studies have attested to 
the fact that aspirin works well as an analgesic, anti- 
pyretic and antiphlogistic. More recently, physicians 
and others who watch television have been taught 
about the advantages of “buffered” aspirin. The pitch- 
man for this compound has stoutly contended that it 
works faster and better than plain aspirin. 

Nothing is sacred. There is reason for dismay at 
the pitchman’s stand. The January 30 issue of the 
New England Journal of Medicine contains two articles 
that undermine his pitch. In one report, Batterman 
scrupulously compared the effectiveness of plain aspirin 
and a buffered compound identical in all respects to 
Bufferin. His purpose: to answer two questions: 

“What is the likelihood of encountering gastro- 
intestinal intolerance when this drug (aspirin) is used 
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alone according to usual clinical practice, and how 
effective are the relatively small quantities of antacids 
that can be incorporated in a 0.3-gm. (5-gr.) acetyl- 
salicylic acid tablet in preventing or decreasing any 
gastrointestinal intolerance to aspirin? 

“Do such quantities of antacids alter in man the 
absorption and excretion of salicylates so as to in- 
fluence the clinical effectiveness in terms of rapidity 
and degree of analgesia?” 

To find the answers, Batterman compared the two 
types of aspirin in both ambulatory and hospitalized 
patients, with single doses, with repeated doses for 
days or weeks, and with long-term administration. 
The answers he found were clear-cut. As compared 
to buffered aspirin, plain aspirin gets into the blood 
just as fast and in amounts just as large, provides 
analgesia just as soon and just as effectively, and is 
no more likely to provoke untoward gastrointestinal 
reactions. 

The second report, prepared by Cronk, was a little 
less elaborate but no less convincing of the fact that 
aspirin and “buffered” aspirin are identical for all 
practical purposes. 

For those physicians who may wonder about the 
origin of the popular conception that buffered aspirin 
is better, Batterman provides a bibliography. He also 
analyzes the methods and the data of those original 
studies and demonstrates their shortcomings. 

Now this latest scientific news from Batterman and 
from Cronk surely spells great disappointment for 
many people, especially for the television watchers who 
have long been entertained by the advertisement for 
buffered aspirin. They may well fear that they will no 
longer have a chance to see those cute bubbling 
anatomic pictures. Foreseeing this deprivation, per- 
haps they can be encouraged to band together—to 
petition the advertiser only to modify his claims while 
retaining the method. For example, while the bubbles 
bubble in bowel and blood, the pitchman might pro- 
claim: “Buffered aspirin is just as good as aspirin, and 
you'll like it a great deal better because it costs twice as 
much.” 


Doctor and Hospital Bills 


GP is constantly dismayed by the realization that the 
average person fails to distinguish between hospital 
bills and doctor bills. Instead, he rolls them up in one 
fat lump and loudly proclaims that “doctors charge too 
much.” 

Jim Bishop, a newspaper columnist, recently be- 
labored physician-gougers who charge “all the traffic 
will bear.” Then, plucking a case history from an 
unmentioned source, he listed the following expenses: 
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Operating room............... $90.00 
Semi-private room (per day)... . $18.01) 
Special attention.............. $ 5.00 
Drugs (per day).............. $ 8.00 
Two transfusions.............. $70.00 


Bishop then adds that the surgeon may have charged 
“anywhere from $200 to $750.” He can, Bishop con- 
tends, “charge whatever he pleases.”, 

For the fun of it, let’s say that the surgeon charged 
$300. Let’s assume that the patient, recovering from 
breast surgery, was hospitalized for two weeks. On this 
basis, her husband would have paid the hospital at 
least $589. 

We don’t question any of the fees involved. We 
blithely assume that no one was “‘gouging” or striving 


‘ to determine how much the traffic would bear. 


We only know that a month after the patient left the 
hospital, her husband probably said, “The wife was 
sick awhile back and it cost me $889. Doctors charge 
too much!” Consciously or unconsciously, he will 
have totaled the two amounts and blamed the doctor. 

This is an understandable, though unfortunate, 
reaction. A hospital is normally a corporate organiza- 
tion but a doctor is a living, breathing person. You can 
call him and complain or launch a small-scale boycott. 
But the hospital just sits there, taking in more money 
than all the physicians on the staff. 

When we discuss this subject outside Aesculapian 
circles, we’re told that it’s a pointless issue to discuss 
because, after all, “doctors run the hospitals.” For all 
practical purposes, this is often a myth. 

If we were to make a suggestion, it would be that 
physicians spend time drawing an important line. In 
fee discussions, point out that there will be a charge 
for physician services and a charge for hospital 
services—and that the two aren’t quite the same. Add, 
if you care to, that since 1936, family doctor fees have 
climbed 73 per cent; hospital room rates, 265 per cent. 
We hate to see people misguided and confused. 


The Ever-Prevalent Salmonella 


IN A RECENT REVIEW of the subject of Salmonella in- 
fections in Clinical Proceedings of the Children’s Hos- 
pital, McCullough reminded that these organisms can 
be divided epidemiologically into two groups. The 
first consists of those members that are found only in 
man. S. typhosa is a representative organism. Infec- 
tion by members of this group is a man-to-man, fecal- 
oral cycle. Hence, prevention of these infections 1s 
relatively simple—purification of water, good sewage 
disposal methods and exclusion of human carriers 
from occupations that involve food handling. 
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The second and larger group of Salmonella organ- 
isms is parasitic for other animals as well as man. In- 
fection may be transmitted in the same way as for the 
frst group and in other ways as well—contamination of 
jod by animal feces, consumption of contaminated 
poultry products, consumption of meat from infected 
animals. It is evident that prevention of infection by 
members of this group is a much more complex prob- 
km. True, the organisms are destroyed by heat so that 
coking should be a preventive technique, but there is 
always the risk of multiplication of organisms in food 
after it has been cooked. Moreover, it takes a lot of 
cooking to kill some of the Salmonella. McCullough 
states that the minimum requirements are a tempera- 
ture of 350° for 30 minutes. 

Salmonella infections offer extraordinary prob- 
lems in diagnosis. There is a broad spectrum of ill- 
nesses attributable to them. Although three general 
categories of disease are usually specified—enteric 
fever (typhoid fever, paratyphoid fever), gastroenter- 
itis, Salmonella septicemia—there are all gradations 
within these categories and there is much overlapping 
between. Some of the difficulties of diagnosis were 
exemplified in the studies on experimental human 
Salmonellosis reported in 1951 by McCullough and 
Kisele. When human volunteers ingested various Sal- 
monella organisms, the effects ranged from a symp- 
tomless carrier state through a wide variety of symp- 
toms of clinical illness. In patients who are seriously 
ill with a Salmonella infection (as in Salmonella sep- 
ticemia), isolation of the organisms from the blood or 
stools offers the best prospect of establishing the diag- 
nosis. Although serologic testing has its place, par- 
ticularly in typhoid fever, this method has distinct 
limitations by virtue of the fact that there are nearly 
300 serotypes of Salmonella organisms. 

Although S. typhosa, as a cause of disease, has 
largely disappeared from the national scene, not so the 
diseases caused by infections with other Salmonella 
organisms. Indeed, McCullough considers that these 
infections may rival the “common cold” in frequency. 
The chances are that this situation will not soon be 
changed, so physicians may as well adjust their think- 


ing to it. 


Production of Scientists 


IT HAS BEEN KNOWN for some time that some colleges 
produce more than their share of men who attain 
eminence in fields of science. There has been a ten- 
dency heretofore to attribute this “institutional pro- 
ductivity” to qualities of the colleges themselves. 
They were thought to have teachers and teaching 
methods that somehow carried a stronger effect upon 
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their students. These assumptions are strongly dis- 
credited in a report by Holland on “Undergraduate 
Origins of American Scientists”’ published in Science 
for September 6, 1957. 

Holland’s study of the problem was based on ques- 
tions submitted to samples of high school seniors— 
questions intended to discover the reasons for choices 
of colleges. According to the data, at the present time 
colleges cannot claim an extraordinary “institutional 
productivity.” Rather, bright students (ergo, students 
likely to succeed) tend to congregate in certain col- 
leges. Their choices of those colleges are influenced by 
a strong motivation for success in scientific achieve- 
ment and by a family background that appears con- 
ducive to intellectual achievement. 
status has little influence on choices of colleges. It 
seems, therefore, that “high” and “low” productive 
colleges attract different kinds of people. 

Holland does believe that the original influence to- 
ward high institutional productivity of scientists may 
have been from forces within the college itself. Thus, 
he proposes the following sequence: (1) A college 
influences students to achieve in areas of science and 
scholarship; (2) a few talented students respond by 
attaining fellowships and Ph.D. degrees, and perhaps 
one becomes a recognized man of science; (3) pro- 
spective students are impressed, possibly by these 
achievements but more probably by such evaluations 
as ‘tough school’ and ‘high standards’; (4) brighter 
students with high intellectual goals enroll in great 
numbers; (5) the odds for the success of college 
influence are now greater; (6) there is more achieve- 
ment; (7) more bright students enroll, with science 
or other appropriate scholarship orientation, and 
students with low academic motivation or motivation 
for goals which represent the minority of the student 
body find more suitable institutions.” 

This plausible explanation for the success of certain 
educational programs seems obviously to be applicable 
to programs above the college level. It would seem to 
explain why it is that some medical schools produce 
more graduates who are oriented toward specialization 
or careers in education and research, while other medi- 
cal schools produce more men who will turn toward 
general practice. Finally, the discussion can be logi- 
cally extended to include internship-residency ed- 
ucation. 


Socioeconomic 


Cockroaches in the News 


IN MIDSUMMER, 1957, cockroaches were in the news. 
The newspapers of the nation served notice that these 
insects are moving out of other nesting places to take 
up residence in television sets. There they find just 
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the right conditions for nesting and raising their young 
—warmth from the tubes and food from glue and the 
insulation on the wires. Moreover, when the television 
set goes to a shop for repairs, they have an excellent 
opportunity to visit their relatives and intermarry with 
their friends. 

In the scientific literature, an article by Fischer and 
Syverton, published in Proceedings of the Society for Ex- 
perimental Biology and Medicine, served notice that 
cockroaches may be carriers of the polioencephalo- 
myelitis group of viruses. It has been known that fecal- 
oral dissemination is the most probable natural mode 
of transmission of these organisms. Flies have been in- 
criminated as potential vectors. In many areas of the 
world, the association of cockroaches with man’s food 
and excreta exceeds that of flies. That fact prompted 
Fischer and Syverton to study the survival of a Cox- 
sackie virus following oral ingestion by the common 
American cockroach. 

Gastrointestinal tract samples were removed at five- 
day intervals up to 20 days from cockroaches fed a 
single meal containing Coxsackie virus. The pooled 
samples contained sufficient virus to kill test mice. The 
feces of mice that fed on these insects similarly con- 
tained lethal amounts of the virus. 

This virus has been recovered from the sewage of 
cities in which Coxsackie infections have occurred. 
The experiments therefore suggest a possible role for 
cockroaches in the transmission of sporadic Coxsackie 
and poliomyelitis infections in man. 

The only man ever known to make friends with a 
cockroach was Don Marquis. But then, his liking for a 
cockroach named archy was mainly a business propo- 
sition. It was archy’s talent for producing best-sellers 
that endeared him to his benefactor. Other people hate 
cockroaches. These crawly creatures are naturally 
loathsome. When your bare foot crunches one as you 
enter the kitchen for a midnight snack, you are ready 
to put in an emergency call to the nearest exterminator 
people. Now, when you think of the beasts lurking in 
your TV set, harboring viruses, you are readier than 
ever to start an all-out war. 


A Right to Live, A Right to Die 


Attempts to bring back life to a human being whose 
breathing has stopped are fully sanctioned by the 
Roman Catholic Church. In a recent pronouncement 
before an international audience of physicians, Pope 
Pius XII referred specifically to artificial respiration by 
means of oxygen when he stated that modern resuscita- 
tion techniques “‘contain in themselves nothing that is 
immoral.” He reiterated, however, the right of family 
members at their discretion to ask the physician to 
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abandon further efforts to stave off death “i: order to 
permit the patient, already virtually dead, to pass on in 
peace.” He cited the need of the physician and the 
family to supply only conventional medical treatment, 
not heroic measures, concerning which they can make 
their own decision. In any case, added the Pontiff, 
there is no question of euthanasia or mercy killing 
‘which would never be lawful.” 

In thus stating the Church’s position, the Pope 
makes it clear that while, according to Catholic tenet, 
death occurs at the moment of “complete and definitive 
separation of body and soul,” the Church leaves it to 
science to determine precisely when that moment 
arrives. 

Every physician who has ever been in attendance at 
the bedside of a hopelessly ill, doomed patient has 
faced difficult, often heartrending, decisions. Both pa- 
tient and family usually count on him to prolong life as 
far as possible, with all the art and technique known to 
medicine. To this same end has all his scientific train- 
ing directed him. Yet there are times when he knows 
that his most heroic and extraordinary efforts will at 
best maintain breath for a few hours, a few days longer, 
in a husk tortured with pain and eager for release. In 
the end, death will not be defeated. It is at this point 
that the dedication of the good physician to main- 
tenance of life receives its greatest challenge. And it is 
here that the Church permits thoughtful exercise of 
discretion and judgment on the part of both doctor 
and family. 

To be entrusted with responsibility for life and 
death decisions places a most awesome weight upon 
the doctor. Here, medicine is not an exact science, and 
individual judgment must take over. The good physi- 
cian will always struggle with every means at his 
disposal, and against overwhelming odds, to sustain or 
to return the vital spark to those for whom life can 
still hold meaning and promise. In the case of the 
aged and the hopelessly ill, who, after months of in- 
tense suffering, have entered the final hours of life, the 
decision to adopt heroic methods, or to let nature run 
its course, must be assisted by thoughtful consultation 
with spiritual advisors with family members, and with 
the doctor’s own conscience. 

As a prominent Academy member, the late Dr. 
Francis T. Hodges, once wrote: “There are worse 
things than death, which, in some manner, quietly or 
violently, welcome or thrust upon us unready for it, 
will come to all of us. It requires the wisdom of 
Solomon and an abundance of prayerful judgment to 
guide us, but we must grant that there are times when 
the patient has the legal, ethical, moral and religious 
justification of his request to be allowed finally to die in 
peace.” 
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he Pope | ONE OF THE DECISIVE FACTORS in the growth of Amer- 
lic tenet, | ica, and one of the decisive factors that has led to vic- 
lefinitive § tory in wars in which the United States has had a part 
Ves it to § is the ability of Americans to adapt themselves to any 
moment § situation and to act as individuals. It is this individu- 
ality—the desire to think and act independently— 
dance at § that has made America great. 
ient has { Unfortunately, the signs of individuality are re- 
3oth pa- | ceding. This is partly due to the high pressure tactics 
ig life as J of the selling world, which shapes the consumer to its 
nown to f own desires. Have you tried recently to buy a small 
ic train- | tube of toothpaste? ‘“‘Small” brings to mind the 10- 
> knows § cent size we used to take on trips. Today, the small 
will at § size is “large,” the large is “super” and the super is 
longer, { “giant-economy.” As with buying olives, the smallest 
-ase. In size is the “large.” 
s point f Lack of individual thought has permitted us to ac- 
) main- § cept certain aspects of selling power without regard 
nd it is J to the actual quality of the item. As an illustration, 
cise of | while it may be nice to have a refrigerator that opens 
doctor § from both sides, or has secret compartments in the 
door, or a motor that is excessively quiet and sound- 
fe and § proof, the important thing is, will it keep food at the 
t upon § proper temperature ? Lack of individuality has made us 
e, and fF accept cars with fins, cars with chromium, cars with 
physi- f fantastic speed possibilities that wear out doing 10 
at his § miles an hour cross-town or 35 miles an hour on free- 
tainor § ways to and from work. We are pulled into movie 
fe can § houses because the screen is wider, or brighter, or 
of the fF longer, without regard to the worth of the picture. 
of in- The same thing holds true with medicine. Tried 
fe,the § and true methods have been discarded in favor of 
rerun § something new without regard to the efficacy. Iodide, 
tation § for instance, in the treatment of asthma or chronic 
iwith § pulmonary conditions, has almost been forgotten by 
some physicians who now favor antihistamines or 
e Dr. § steroids because they are newer and “must be better.” 
worse fF Newer antibiotics are used and older ones are ignored 
tly or § despite the substantial differences in cost. 
or it, But what does all this have to do with the future of 
m of § medicine? As you may know, the physicians are the 
nt to # One group that has, so far, resisted the attempts of the 
when government to take over. We have resisted because 
gious we have refused to accept as gospel any of the theories 
liein policies presented without closer investigation. We 
have maintained our collective individuality by refus- 
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ing to accept half-truths. A wise man said, “Liberty is 
not taken away. It is yielded bit by bit.”” We must 
fight to retain each little bit. 

There have been attempts to convince people that 
medicine is faulty and, yet, if we examine the criticism 
rather carefully, the only sensible criticism that has 
been presented is that medicine is too expensive. But 
so are automobiles, rent and food. However, if medi- 
cine is accused often enough to unthinking people 
(who will accept colossal olives by name and receive 
midgets instead), they will come to believe anything 
that is said about it. 

In 1955, the government released statistics that 
showed that the money spent for drugs, hospitals and 
doctors was less than that for alcoholic beverages, and 
about equal to that for tobacco. Yet little publicity 
was given to this. As compared to the dollar in 1939, 
medicine takes only 4.6 cents now, and it took 4.7 
cents in 1939. Furthermore, a decrease in illnesses and 
an increase in the average life span should make this 
record something of which we can be proud. So it is 
amazing to suppose that a government millions of 
dollars in debt, constantly going still further in debt, 
unable to manage its own business or its bureaucracies 
adequately, can do a better job at dispensing medical 
care to all old people of this land, than the medical 
profession itself. : 

There is no need for medicine to be taken care of by 
the government. Yet some people want the govern- 
ment to take over medicine. Whether this doctrine is 
labeled socialist, communist or fascist doesn’t matter. 
It was recognized by Bismarck, who stated, “Give me 
the doctor and I will have the country.” The govern- 
ment may eventually usurp the free choice of medical 
care, but let’s not let this happen without a good fight. 

Do not let any claims and assertions by anyone, in 
government or out of it, go unanswered or unchal- 
lenged. Let us not be led into a defensive action where 
the best we can do is ward off the blows of our op- 
ponents. Let us continue to point out the high stand- 
ards of medical care in this country, as contrasted with 
those in other countries. Let us educate our patients 
about the low costs of medical care when costs are 
evaluated realistically. 

Maybe these thoughts are a little too gloomy and a 
little too morbid. There are some good omens. The 
other day a 12-year-old was heard to laugh at a corny 
TV commercial; a detail man confessed that he didn’t 
know why his item should be used in preference to the 
competitor’s item; and an intern, when asked what 
type of penicillin was to be used, blithely stated, “It 
doesn’t make any difference—whatever you have.” 
Yes, there’s hope for us. 

—Epwin Martin, m.v., Mé. Holly Springs, Pa. 
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Bronchogenic Carcinoma: A Review 


ABE GIMBLE, M.D. AND SOL KATZ, M.D. (Associate Editor, GP) 


The highest rate of curability of lung cancer is 
in the asymptomatic variety. Simple and reliable diagnostic tests 
are available, but these are not generally utilized until the lesion 
is symptomatic. And so bronchogenic carcinoma 

is the leading cause of death from cancer in our male population. 
There is no characteristic clinical picture in the early stages. 

Too often, early and vague symptoms are attributed 

to benign infections. Chest x-ray offers 

the best opportunity for early detection. 

The possibility of surgical cure requires freedom 

from pleural or lymph node involvement. 


From the Pulmonary Disease Division 
District of Columbia General Hospital and the Department of Medicine 


Georgetown and George Washington University Schools of Medicine 


BRONCHOGENIC CARCINOMA is the leading cause of death 


from cancer in the male population of the United 
States. 

In 1920, 1.1 per cent of all cases of cancer were pri- 
mary lesions of the bronchi. In 1930, this figure was 2.2 
per cent, and in 1948, it was 8.3 per cent. Based on this 
present day increase, Ochsner has predicted that by 
1970 the figure will be 18 per cent. This means one 
bronchogenic carcinoma in every five cases of cancer! 
How much of this increase is real, how much is due to 
more accurate diagnosis and how much is due to the 
increasing life span of man (with an over-all increase in 
cancer) has been a matter of dispute. 

There are several reasons for considering that a sub- 
stantial part of the increase reflected by mortality sta- 
tistics is real. Among these reasons can be listed the 
following : 

1. The recorded relative increase is greater in males 
than in females. 

2. The rate of increase has been different in different 
age groups, which is difficult to understand on the basis 
of improvement in diagnosis. 

3. It is unreasonable to believe that in the last five 
years there has been improvement in diagnosis com- 
mensurate with a continued increase of about 10 per 
cent a year during this recent period. 


GP April 1958 


Washington, D. C. 


General Comments 


‘The peak incidence of lung cancer occurs in the 
sixth decade of life, principally in males, with the sex 
ratio generally being 8:1. 

Bronchogenic carcinoma is of three types: 

1. Epidermoid 
2. Undifferentiated 
3. Adenocarcinoma 

More than half the cases are of the epidermoid type. 
Coupled with the undifferentiated type, these consti- 
tute over 80 per cent of all lung cancer. These are the 
lesions that probably are the result of the carcinogenic 
effect of tobacco, and they are found much more often 
in the male than in the female. The adenocarcinomas 
represent a relatively small group, fewer than 20 per 
cent, and occur more frequently in women than the 
epidermoid type. They may be the result of a con- 
genital rest, the so-called bronchial adenoma that un- 
dergoes malignant change. They are not due to the 
carcinogenic effect of tobacco. 


SMOKING 

In a series of 605 men with bronchogenic carcinoma 
other than adenocarcinoma, 83.5 per cent had smoked 
more than a pack to more than two packs of cigarettes 
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a day for at least 20 years. Of this group 1.3 per cent 
were nonsmokers. Of a control group of 780 men with- 
out lung cancer, 54 per cent had a similar history of 
heavy cigarette smoking and 15 per cent were non- 
smokers. Although it is commonly stated that women 
smoke at least as much as men, a study of 552 women 
patients above the age of 35 without lung cancer re- 
vealed the rather astonishing fact that 80 per cent of 
them were nonsmokers, as compared with only 15 per 
cent of men in a similar control group. It is the young 
women and girls who do the heavy cigarette smoking, 
not the women of the cancer age. However the young 
women have not been smoking for the period of more 
than 20 years that seems to be necessary in order to 
develop a cancer of the lung. 

Although there is nothing new about the use of 
tobacco, there have been great changes in the popularity 
of various forms of the habit, and in the proportion of 
the population indulging in it. Pipe tobacco, chewing 
tobacco, cigars and snuff have all declined in use, but 
cigarette consumption has increased 456 per cent 
during the past 33 years—from 1.9 pounds per capita 
in 1920 to 10.5 pounds per capita in 1953. There is 
considerable evidence that the rise in cigarette con- 
sumption is to some extent responsible for the rise in 
lung cancer death rates. 

An interesting figure concerns cancer of the lung in 
physicians. The mortality rate from bronchogenic 
carcinoma among nonsmoking doctors is 10 per 
100,000. It is 133 per 100,000 among doctors who 
smoke more than a pack of cigarettes a day. 


Diagnosis 


Relatively simple and reliable diagnostic tests are 
available for the diagnosis of carcinoma of the lung. 
Yet, since these are not generally utilized until the 
lesion is symptomatic, lung cancer occupies first place 
in cancer deaths. In only 19 per cent of a group of 451 
patients with carcinoma of the lung had the growth not 
obviously spread beyond the lung itself. The delay in 
diagnosis of bronchogenic carcinoma has been longer 
in very recent times than in previous years. This is 
probably because more patients are being treated as 
cases of viral pneumonia. The average time elapsing 
between the onset of symptoms and surgical treatment 
is eight months. Part of this is attributable to patient 
delay (two to three months), and part to physician de- 
lay (five to six months). 

In 1943, Jones found that some 20 per cent of his 
patients with carcinoma of the lung had lesions that 
permitted an attempt at extirpation by pulmonary re- 
section. In 1953, the percentage was the same. Im- 
provements in diagnostic techniques, and an increasing 
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awareness in the minds of physicians of the possibility 
of lung cancer, have been more than offset by tlic delay 
caused by prolonged usage of antibacterial druws. 

The relief of symptoms, and often the x-ray evidence 
of improvement in pulmonary lesions brought about by 
the use of antibiotics has increased the delay in reach- 
ing a diagnosis of bronchogenic carcinoma. Virus or 
atypical pneumonia undoubtedly exists, but it is a 
diagnosis to be made with great caution, particularly in 
males in the fifth and sixth decades of life. 

In addition, there is great reluctance on the part of 
physicians to entertain the diagnosis of cancer of the 
lung because of the belief that such a diagnosis is 
virtually a death sentence for the patient. Another 
factor is the erroneous belief that a diagnostic thorac- 
otomy is an operation fraught with considerable hazard. 

There is no characteristic clinical picture of car- 
cinoma of the lung in its early stages. A tendency to 
disregard early and vague manifestations by attributing 
them to common benign factors such as excessive 
smoking or a lingering upper respiratory infection 
accounts for much of the delay in diagnosis. 


SYMPTOMS 


Cough is the most common symptom, occurring in 
approximately 85 per cent of cases of lung cancer. It is 
the first symptom in over half of the cases. Particularly 
significant is the cough that appears for the first time 
in middle life after years of smoking, or the cigarette 
cough that changes in character after it has been present 
for years. The patient rationalizes that the cough is of 
no consequence, and his physician is often no more per- 
ceptive. 

At first the cough is usually dry and irritating, but 
as the tumor grows and causes bronchial obstruction, 
infection supervenes and the cough becomes produc- 
tive. This is especially characteristic of the lobar bron- 
chial tumors. There is a diminished cough reflex in the 
segmental bronchi, and these peripheral lesions are 
relatively asymptomatic. It is common to find that the 
character of the cough changes during an episode of 
pneumonia, virus infection or a cold, and persists for 
a prolonged period. A variety of diagnoses, based upon 
this symptom, is often made. They include the com- 
mon cold, bronchitis, grippe, flu, virus or atypical 
pneumonia, unresolved pneumonia and_ tuberculosis. 
The erroneous diagnoses tend to be confirmed. Thus, 
a false sense of security is imparted by the prompt 
symptomatic improvement that results when antibiot- 
ics are employed. The cough usually persists, and the 
infection often recurs after antibiotics are discontinued. 

Hemoptysis occurs in about 50 per cent of cases and 
is due to ulceration of the bronchial mucosa and bron- 
chial blood vessels. It usually causes sufficient alarm, 
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and the patient will promptly seek medical advice. Un- 
fortunately it is a rather uncommon first symptom (20 
per cent). Generally, the bleeding is not profuse and 
shows only as blood streaks in the sputum. An impor- 
tant clue to the presence of bronchogenic carcinoma 
isdaily blood spitting of small amounts over a period of 
several weeks. 

Weight lossisa common finding (70 percent) especially 
in the presence of infection secondary to bronchial 
occlusion. However, in only 15 per cent of patients with 
lung cancer is this a presenting symptom. When severe, 
it may be associated with metastases to the adrenals or 
wide-spread metastases elsewhere. 

Chest pain is a presenting symptom in approximately 
one-third of patients with bronchogenic carcinoma. It 
is usually an indication of direct extension of the 
growth to the pleura, thoracic wall or mediastinum. 
However pleuritic-type pain may be the result of a 
secondary pneumonitis without carcinomatous in- 
vasion of the pleura, and the lesion may therefore be 
resectable. In addition, the pain may be of a dull, 
aching variety caused by a local lesion that has not 
extended. 

Unilateral wheeze may be a relatively early symptom 
when the tumor is located within the lumen of a larger 
bronchus. It can be localized by the patient, as well as 
by the examining physician. 

Dyspnea is usually a late sign. It depends upon the 
degree of bronchial obstruction and secondary pleural 
effusion. 

Hoarseness is not a common symptom. It indicates a 
spread of the cancer to the mediastinum with resultant 
impingement on the recurrent laryngeal nerve. 

Hypertrophic pulmonary osteoarthropathy may make 
its appearance during the silent phase of bronchogenic 
carcinoma (Figure 1). In a few cases, this finding has 
been present prior to a demonstrable lesion in the 
chest x-ray. It is more often associated with peripheral 
bronchogenic carcinoma than with those involving the 
large bronchi. Clubbing of the fingers and toes may be 
due to soft tissue swelling unassociated with the bone 
involvement seen in hypertrophic osteoarthropathy. 

Pleural effusion is an indication of spread of the 
lesion beyond the lung itself. However an effusion may 
occasionally be secondary to a complicating parenchy- 
mal inflammatory reaction. If neither bloody nor 
positive for tumor cells, an effusion does not contrain- 
dicate surgical exploration. 

Horner’s syndrome is a manifestation of direct 
carcinomatous involvement of the cervical sympathetic 
nerve trunk or ganglia. The Pancoast syndrome or 
syndrome of the superior sulcus tumor occurs when 
the brachial plexus is involved and there is x-ray evi- 
dence of erosion of the first and second ribs (Figure 2). 
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Superior vena caval syndrome is commonly caused by 
lung cancer and is due usually to malignant invasion 
of the superior vena cava rather than to compression 
by tumor (Figure 3). 

Signs of secondary infection such as chills and fever 
are manifestations of bronchial obstruction by the 
carcinoma. Bronchiectasis, pneumonitis, lung abscess 
and empyema may be the result of bronchial obstruc- 
tions (Figure 4). Twenty-five per cent of all lung 
abscesses are secondary to bronchial carcinoma. If the 
walls of an abscess appear scalloped and irregular, the 
lesion is probably carcinoma and should be removed. 

Blood-borne metastases such as the presence of an 
enlarged nodular liver, the symptoms of a space- 
occupying lesion in the brain or a pathologic fracture 
of a rib or vertebra may provide the first indication of a 
bronchogenic carcinoma. 


X-ray APPEARANCE 


As symptoms may be relatively late, the chest x-ray 
offers the best opportunity to detect the early lesion. 
The lung is the only organ that provides its own con- 
trast media for roentgenography. A tissue density 
change is readily visualized, surrounded by the less 
opaque pulmonary tissue. The x-ray will reveal the 
lesion in about 95 per cent of patients with lung 


Figure 1 (a, left; b, right). Periosteal proliferation of radius, ulna, 
metacarpals and phalanges representing hypertrophic pulmonary 
osteoarthropathy in a patient with a peripheral bronchogenic car- 


cinoma, 
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cancer. One situation in which the x-ray may be 
entirely negative is the small nonobstructive tumor ina 
large bronchus (Figure 5). Fortunately, bronchoscopic 
examination will usually reveal this tumor. 

In considering the early roentgen signs and the 
changes of serial roentgenograms made in patients 
with carcinoma of the lung, Rigler cites the following: 

1. Anodular density in the lung periphery (Figure 6). 

2. A solitary cavity or abscess in the parenchyma. 

3. An area of infiltration along the vascular trunks. 

4. Unilateral enlargement of the hilum shadow 

(Figure 7). 
5. Segmental, lobar or unilateral whole lung em- 
physema (Figure 7). 

6. Minimal areas of atelectasis, usually linear in type. 

The peripheral primary lesion can be detected at an 
early state (3 mm.), but its identification is difficult. It 
usually does not shed cells, so that cytologic examina- 
tion is often of no help. Being peripheral it cannot be 
seen by the bronchoscopist. Tomography is helpful 
here since it may permit the detection of calcium 
within the lesion. The presence of calcium strongly 
suggests either a granuloma or hamartoma, especially if 
the calcification is stippled in appearance or arranged 
in concentric rings. Calcium has been found in bron- 
chogenic carcinoma, but is rare. The lung abscess that 
results from tumor necrosis and ulceration usually 
stands alone, surrounded by normal lung. This differs 
from abscesses resulting from bronchial obstruction. 

The most important of all the early roentgen signs is 
an enlargement of the hilum shadow of one lung. The 
shadow results from the extension of the tumor from a 
large bronchus into the peribronchial tissues or from 
involvement of the peribronchial lymph nodes. Lateral, 
oblique and tomographic views are helpful when the 
hilum appears abnormal. Films should be made in both 
phases of respiration in order to accentuate any signs 
of bronchial obstruction. Obstructive emphysema may 
be an early sign and is best demonstrated in the ex- 
piratory phase. Atelectasis is usually a late sign of 
bronchogenic carcinoma (Figures 8 and 9). 


BRONCHOSCOPY 


Bronchoscopy is of value in supplying information 
concerning operability and establishing the diagnosis 
by means of biopsy. Information such as assessing the 
motility of the vocal cords, narrowing or fixation of the 
tracheal wall, widening or fixation of the carina, the 
exact location of the lesion and its extent—all can be 
obtained bronchoscopically. Usefulness of bronchos- 
copy is limited by the fact that in a high proportion of 
cases, over 50 per cent, the lesion is located beyond the 
field of bronchoscopic visualization. In asymptomatic 
bronchogenic carcinoma where the tumor usually 
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Figure 2. Left apical density and destruction of the second posterior 
rib due to superior sulcus tumor. 


Figure 3. Marked narrowing of the superior vena cava due to in- 
vasion by bronchogenic carcinoma. There is extensive suppuration of 
the obstructed right upper lobe. 
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Figure 4. Massive abscess of the right upper lobe and enlargement of 
the right hilum due to bronchogenic carcinoma. 


Figure 6. Solitary peripheral carcinoma in an asymptomatic in- 
dividual discovered on mass x-ray survey. 


Figure 5. Essentially normal roentgenogram in a patient with a 
wheeze on the right side. Bronchoscopic findings of bronchogenic car- 
cinoma have been superimposed on the chest film. 


Figure 7. Unilateral enlargement of left hilum and emphysema of 
left upper lobe due to partial bronchial obstruction from a broncho- 


genic carcinoma. 
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arises in the periphery of the lung, bronchoscopy is 
| practically of no value. 


CyTotocic EXAMINATION 


Cytologic study of the sputum, bronchial washings 
or pleural fluid offers positive evidence of lung cancer 
if malignant cells can be identified. Negative findings, 
no matter how often repeated, are worth nothing (Fig- 
ure 10). Bronchial secretions usually yield a positive 
diagnosis by the Papanicolaou technique in 25 to 50 
per cent of bronchogenic carcinomas, depending upon 
the experience of the cytologist (Figure 11). Detection 
of tumor cells in pleural fluid indicates that the cancer 
is beyond the possibility of surgical care. The yield in 
pleural effusions due to bronchogenic carcinoma is 
approximately 50 per cent. Bloody pleural effusions 
due to carcinoma yield a higher percentage. . 


Lympu Nope Biopsy 


Extension to the lymph nodes is usually a sign of 
incurable lung cancer. Mediastinal lymph nodes are 
the most frequent sites of metastases. If mediastinal 
nodes are involved, the chances of a curative resection 


are greatly diminished, although the nature of the din of 
. . T 

mediastinal node enlargement cannot be exactly 

diagnosed preceding thoracotomy. However such is not 


the case with nodes located in the supraclavicular 
fossa, axilla and neck. If there are no palpable axillary 
or supraclavicular lymph nodes, then a scalene node 
biopsy can be carried out to determine the operability 
of a bronchogenic carcinoma (Figure 12). This tech- 
nique is performed under local anesthesia and consists 
of removal of the scalene fat pad with its lymph nodes 
from the retroclavicular space. 

Recently, there has been described a_ cervical 
mediastinal exploration for tissue diagnosis of intra- 
thoracic disease. When metastases have reached the 
superior mediastinum or the lower cervical region, re- 
section has no chance of curing the patient. It has been 
shown that 34 per cent of patients with negative 
mediastinal nodes were alive five years after resection, 
while there were no five-year survivors when there 
were regional lymph node metastases. Thus, the 
presence of a positive scalene node spares the incurable 
patient the risk and morbidity of thoracotomy. 


ASPIRATION Biopsy 


This procedure has its chief usefulness in patients 
who are considered inoperable but in whom it is de- 
sirable to have a positive tissue diagnosis (Figure 13). It 
is not recommended in patients in whom surgery is to 


be performed, because of its potential complications, in Volt 


which include spread of malignancy, infection, bron- —_There is obstruction of the bronchus to the left lower lobe. 
chopleural fistula and hemorrhage. More important, 
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Figure 10. Right hilar mass which proved to be bronchogenic car- Figure 11a (above) and b (below). Atelectasis of the right middle 
cinoma at exploratory thoracotomy. Bronchoscopy and bronchial lobe. No tumor mass was seen at bronchoscopy but bronchial washings 
washings were negative. revealed malignant cells. 


Figure 12. Right suprahilar mass suspected of representing broncho- 
genic carcinoma. Right scalene node showed adenocarcinoma. 
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however, is that the results of the aspiration biopsy do 
not affect the decision regarding surgery. Thus, if the 
biopsy does not reveal evidence of malignancy, the 
lesion may still be malignant, for the biopsy may not be 
representative of the dominant lesion. 


PLEURAL Biopsy 


If cytologic examination of pleural fluid fails to dis- 
close any malignant cells, a biopsy of the parietal 
pleura through a small intercostal incision can be safely 
carried out with a minimal morbidity. The results with 
this technique have been extremely rewarding in path- 
ologic conditions involving the pleura (Figures 144 


and 14B). 


EXPLORATORY THORACOTOMY 


This procedure has proved to be one of the most 
valuable of the diagnostic procedures. In 20 to 30 per 
cent of bronchogenic carcinomas it is the only means of 
establishing a diagnosis (Figure 10). Peripheral 
tumors are most amenable to diagnosis by exploratory 
thoracotomy. It is a relatively safe surgical procedure 
with a mortality rate of about 1 per cent. Thoracotomy 
should be resorted to when other diagnostic methods 
do not promptly confirm or positively exclude car- 
cinoma of the lung. 


Treatment 
SuRGICAL TREATMENT 


At the. present time the procedure of choice is 
pneumonectomy with excision of all hilar and medias- 
tinal lymph nodes. This is based upon the fact that 
lymphatic drainage of the pulmonary lobes does not 
conform to the anatomic division of these lobes, but is 
characterized by abundant transfissural and hilar com- 
munications. 

Lobectomy must, therefore, be regarded as a limited 
operation. It is indicated when pneumonectomy cannot 
be tolerated, as in patients with diminished pulmonary 
or cardiac reserve when there is the danger of producing 
a “respiratory cripple.” In addition, lobectomy is in- 
dicated as a palliative procedure when the carcinoma 
has extended beyond surgical bounds, or when the 
bulk of the chronic suppurative tumor can be removed 
by lobectomy with hope of relieving the symptoms. It 
is also indicated for profound, incapacitating or 
lingering hemorrhage; for severe pain secondary to 
chest wall invasion, and for a localized abscess, even 
though there are evidences of distant slow-growing 
metastases. Lobectomy appears to be adequate therapy 
for circumscribed bronchogenic carcinoma without in- 
volvement of regional nodes. 

In spite of increasing surgical experience and ad- 
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vancements in techniques, better anesthesia an! im- 
proved and more effective methods of combating shock 
and infection, the over-all results in the treatnicnt of 
cancer of the lung are quite depressing. In one series 
of 1,457 cases, about 50 per cent were operated tpon. 
However, 35 per cent of these were not resectable. 
Thus, in only 32 per cent of the original group. the 
lesion was resectable! Undoubtedly this was due to the 
long delay from the onset of the first symptoms until 
therapy was instituted. Of all patients resected. the 
five-year survival rate was 13.5 per cent. Others report 
a lower resectability rate and a lower five-year survival. 
This important fact emerges in most reports— where 


the malignancy is confined to the lung without regional 


node involvement, the five-year salvage rate approxi- 
mates 30 to 40 per cent. This should help dispel the 
belief that carcinoma of the lung is necessarily a fatal 
disease. 

Any further improvement in surgical salvage rates 
must depend chiefly on getting a higher proportion of 
patients to surgery before the neoplasm has extended 
beyond the lung. The best results that can be hoped 
for can be expected from prompt surgery on the asymp- 
tomatic lung cancer that is discovered by x-ray exam- 
ination. 


Figure 13. Large mass almost filling right hemithorax and associated 
with pleural effusion. Aspiration biopsy of the mass showed broncho- 


genic carcinoma. 
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NoNSURGICAL TREATMENT 


For patients with inoperable lesions, palliative 
therapy consisting of irradiation and chemotherapeutic 
agents has been of value in the relief of distressing 
symptoms. In addition, the Lahey Clinic group has 
reported the use of high voltage radiotherapy as an 
adjunct to surgery. The use of this supervoltage x-ray 
therapy in shrinking down bronchogenic carcinomas 
has increased the rate of operability, especially in the 
centrally-located carcinomas. There is recent evidence 
that the use of radiation therapy after pneumonectomy 
may yield the highest incidence of five-year cures. 
Radiation therapy is employed to relieve the obstructive 
pneumonitis caused by a bronchial lesion. It has also 
been effective in relieving pain, cough, hemoptysis and 
dyspnea resulting from inoperable lesions, and in tem- 
porarily improving the patient’s general physical status. 
The use of radioactive colloidal gold and nitrogen 
mustard in the palliative treatment of malignant pleural 
effusion has been effective in approximately 50 per cent 
of cases, thus obviating the necessity for repeated 
thoracenteses. In general, the use of chemotherapeutic 
agents has, at best, resulted in mild palliation in treat- 
ing carcinoma of the lung.. 


Figure 14a. Massive left pleural effusion with displacement of medi- 
astinal contents to the right. 
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Mass X-ray Surveys 


The highest rate of curability of lung cancer is 
found in the asymptomatic variety, and the only way at 
the present time to detect lung cancer in the silent 
phase is by routine x-ray examination. The largest 
mass chest x-ray survey was carried out in Los Angeles 
County in 1950 and included 1,867,201 persons. 
Similar studies have been carried out in Philadelphia 
and Boston. 

Eighty per cent of the bronchogenic cancers found 
in the Los Angeles survey were “discovered” by the 
survey in the sense that the disease was not known to 
the patient or his physician. Of tremendous importance 
was the fact that of those coming to surgery free of 
pleural metastases and free of metastatic nodes, 97 per 
cent were “‘survey-discovered.” Since freedom from 
pleural and lymph node involvement is considered a 
necessary criterion for cure in bronchogenic carcinoma, 
it would appear that to obtain a cure, bronchogenic 
carcinoma must be detected while still asymptomatic. It 
was also shown that only 27 persons who had negative 
films died of lung cancer in that year, while 213 were 
discovered. Most of the 27 missed probably did not have 
discernible lesions at the time of the single microfilm. 


Figure 14b. Thoracentesis revealed clear yellow fluid and pleural 
biopsy showed malignancy. Following the instillation of air, nodules 
representing malignant implants can be seen along the parietal 
pleura. 
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To achieve the greatest protection, films should prob- 
ably be taken twice a year. The distribution of lung 
cancer by age reveals that 91 per cent are more than 45 
years old. Therefore, to decrease the expense of such a 
method and to increase the yield of lung cancer, the 
survey should be restricted to males more than 45 
years of age, especially those who have been avid 
smokers. 

Several suggestions have been proposed as aids in 
helping to increase the percentage of cures in lung 
cancer. 

1. The public and the medical profession should be 
alerted to the fact that lung cancer is the most common 
visceral cancer in the male, particularly in those over 
40. 

2. Use of the chest x-ray should be made a routine 
procedure in the physical examination of all patients, 


and adult male patients should be encouraged io have 
such x-ray examinations twice a year. 

3. A relentless search should be made to establish 
the nature of all lung lesions, and all not easily ex. 
plainable x-ray shadows in adult male patients should 
be considered as possibly malignant. 

4. If pulmonary infiltrates do not completely dis. 
appear in a short period of antibiotic therapy, they 
should be considered as probably neoplastic. 

5. Exploratory thoracotomy should be recommended 
if a definite diagnosis is not reached after careful effort. 

6. “Watchers” should be eliminated. Watchful 
waiting based on the absence of symptoms is not justi- 
fiable and may prove to be disastrous. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 


Leon G. Smith, M.D. 
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Columbus, Ohio 


THAT THE DOCTOR should treat the “whole patient” 
and not just the disease has been repeated almost to 
the point of boredom. I am sure there is no longer any- 
one who doubts that the patient is an individual with a 
personality who is suffering from some particular 


disease. 


Mental Reaction to Illness 


The modern doctor is interested not only in the ill- 
ness, but also in the psychologic reaction of the indi- 
| vidual patient to the illness. Sometimes the reaction is 
of minor or minimal importance. On the other hand, 
on many more occasions than realized in the past, the 
reaction to illness is of major importance, at times even 
requiring more attention than the actual physical ill- 
ness. These vital reactions to illness may be helpful or 
deleterious to the general welfare of the patient. 


Contributing Factors 


Reaction to illness is determined by a number of 
factors. These factors are degree of intellectual en- 
dowment, type of disease, personality of the patient, 
the patient’s attitude toward the doctor (confidence), 
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The competent physician is intent not only on diagnosing 


The Dual Approach in Medical Treatment 


PHILIP C. ROND, M.D. 


Department of Psychiatry, Ohio State University College of Medicine 


/ yy, and treating the patient’s physical illness, but also his psychologic 
reaction to that illness. The “dual approach” implies 
= acute awareness and proper consideration of emotional responses 
to disease. These require evaluation of the patient's 
basic personality, intellectual capacity, attitudes 
O's Sand hereditary background as well as factors inherent 
Wit //A in the type of disease present. Only rarely, then, 


will the general practitioner be unable to break into a deleterious 
reaction and require the assistance of a psychiatrist. 


the type and location of the disease and the constitu- 
tional background of the individual. 


Tue PatTIENtT’s PERSONALITY 


The personality of the patient is the most basic of 
all the factors involved. The personality is that part of 
the individual psychic structure through which the 
individual maintains himself in and defends himself 
against his environment (external and internal). The 
individual reacts either favorably or unfavorably in a 
qualitative sense to illness, depending upon the degree 
of health inherent in the personality. If the individual 
personality is strongly self-centered, any damaging 
blow to the body is extremely magnified by this aspect 


_ of the personality. If, on the other hand, the individual 


is a less self-centered personality, and hence probably 
more healthy, a blow to the body receives only the 
proper amount of concern or preoccupation, and the 
patient takes it in stride. The personality ranges all the 
way from the sickest type that is seen in the schizo- 
phrenic, in which a blow to the body may provoke a 
very disturbed psychotic picture, to the healthy per- 
sonality as seen in the majority of individuals in which 
the same illness may produce nothing more than 
momentary incapacitation of a mild to moderate de- 
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gree. Thus, when the doctor examines a patient who 
seems to be suffering intensely, he not only weighs the 
seriousness of the pathologic body process, but simul- 
taneously he attempts to determine whether or not the 
patient is overreacting (or underreacting) to the path- 
ologic problem. 


Tue INTELLIGENCE 


Next in importance are the basic intellectual capaci- 
ties of the patient. Knowledge and understanding are 
of great help in clearing up the aura and mystery about 
medicine and medical illness. The patient who is able 
to understand what the doctor is saying to him is apt 
to be less anxious about his suffering because it is clear 
to him what is happening. On the other hand, the less 
intelligent patient has difficulty in understanding the 
doctor’s explanation of his illness. He only knows that 
he is suffering and wants relief. Such a patient needs 
extremely intelligent and understanding care to com- 
pensate for this lack of native ability to understand. 
Extreme care and discretion in explaining things in 
detail to such a patient will make him more comfortable 
and prevent him from reacting badly. If the individual 
is emotionally unstable, no degree of intelligence seems 


to be of any help. 


Tue Patient’s ATTITUDE 


Still in the area of the mind and the emotions, we 
come to the attitude of the patient toward his doctor. 
This particular factor has been discussed many times 
in medical circles under the heading “‘doctor-patient 
relationship.” If the patient has a high degree of con- 
fidence in his doctor, and is able to resign himself to 
his doctor’s hands, he has a great anxiety-allaying 
process available to him. This patient is most apt to 
react quite favorably to his difficulties because he is 
able to turn his anxieties over to the doctor in whom he 
has a great trust. It goes without saying that if the pa- 
tient has little confidence in the doctor, he can develop 
great concern over the treatment of a minor difficulty 
and may react quite badly to this illness. 


Tue Patient’s DISEASE 


Leaving the area of the patient’s mind, in its pure 
sense, we come to the type of disease that is present. 
Some diseases warrant more publicity and provoke 
greater concern in the patient than others. The most 
disturbing disease, as far as the general public is con- 
cerned, is cancer. It is often referred to as “the dread 
disease” and it can very easily strike fear in the heart 
of a stable man. One would expect that more people 
would react badly to being told that they have cancer 
than to learning they have an abscessed tooth. The 
doctor must weigh the type of illness the patient has, 
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as well as the previously mentioned factors in his 
conversations with the patient. I will not make any 
effort to categorize the succeeding diseases in terms of 
their ability to strike fear and upset the patient, but 
such publicized illnesses as poliomyelitis, jultiple 
sclerosis and tuberculosis would certainly stand high 
on the list of fear inducers. 


Tue Patient’s DisaBitiry OR DISFIGUREMENT 


Various parts of the body are endowed with \ arying 
degrees of value or meaning for the individual patient. 
A pianist values his hands more highly than someone 
who does a grosser type of work. A young and attrac- 
tive woman will place more feeling in a breast that has 
to be removed for carcinoma than will an old woman 
with few remaining years. A teen-age girl will suffer 
considerably more from acne on the face than she will 
from a more serious lesion on her back. This list could 
be expanded almost indefinitely. The point that is of 
extreme importance here is that the doctor must con- 
sider the location of the disease process when deter- 
mining the patient’s reaction to his or her illness and 
when enlisting the patient’s cooperation in the treat- 


ment program. The doctor’s failure to recognize such 
an important factor predisposes the patient to further 
mental torture and discomfort. Sitting down and dis- 
cussing the meaning of the location of the disease, the 
disability or the scar, shows the patient that the physi- 
cian is aware of this factor and wants to minimize its 
effect. 


Tue Patient’s HEREDITY 


A sixth factor of importance is the constitutional 
background of the individual patient—the inherent 
qualities that the individual obtains from his predeces- 
sors. These constitutional factors are in the areas of the 
physical, the intellectual and the emotional. They are 
important only in combination with experiences that 
people have as they grow and develop. They are never 
significant alone in the functional emotional disturb- 
ances. 


The Role of the Physician 


There is never a physical illness or disease of any 
type which is not accompanied by an associated 
psychologic reaction on the part of the individual. 
More often than one realizes, the reaction to the illness 
requires more attention than the illness itself. How- 
ever, the psychiatrist should be called upon to see only 
the more serious complicating reactions. The balance 
of these ought to be handled by the general physician. 

It has been the duty of the psychiatrist to focus at- 
tention upon the reaction of the individual to disease. 
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Disease is a stress for the individual. If the stress is 
not too chronic, or if the individual personality is 
strong and healthy enough, the reaction to illness is 
hardly ever permanently deleterious. However, if the 
stress persists for too long a period, or the individual 
is not prepared to cope with the stress of acute physical 
illness, then a bad reaction of some sort may be expect- 
ed. When the general practitioner is unable to break 
into this deleterious reaction, it then becomes the prob- 
lem of the psychiatric specialist. Unfortunately, such 
reactions are sometimes irreversible in spite of heroic 
efforts to modify them. This is true in only a very small 
percentage of cases. 

The physician must evaluate the contributing fac- 
tors described above and proceed along the course 
most appropriately indicated. Since more than one 
factor may be involved, the approach must include all 
facets of the situation. 

If, for example, the patient seems to be suffering 
excessively because of lack of understanding of the 
disease (that is really minor), then intelligent explana- 
tion should be given. When the patient is “hysterical” 
out of fear that the condition will be disfiguring, then 
sedation, with explanation and support, is the treat- 
ment approach. 

When the patient has a cancer of a serious degree 
and knows it, we must be concerned with the psycho- 
logic reaction only if it is of a very disturbing nature. 
Some patients accept this disease in a stolid manner. 
Others suffer from fear of death from it and “die a 


thousand times.” I would caution all physicians against 
being caught up in the anxiety of the patient. However, 
one must not turn his back on such people either, for 
their suffering from this cause is real. 

Using the doctor-patient relationship in a soothing 
way, knowingly or automatically, is a stock-in-trade 
which has value beyond belief. Variation in reaction to 
medication is often as much a function of the doctor- 
patient relationship as of the patient-medicine inter- 
action. Engel and Reichsman report on the variation 
in response of an infant’s stomach secretion of hydro- 
chloric acid to histamine when given by a strange doc- 
tor and by one the infant recognized. In the former 
case, the HCl response was extremely high; in the 
latter case extremely low. All other variables were the 
same in this part of the study except the “injector” of 
the drug. Response to the relationship may be for bet- 
ter or for worse. This is a good thing to keep in mind 
at vacation time when you prepare your patients for 
your absence and another doctor’s presence. 

Situations requiring some modification of approach 
could be collected to make an impressive list. Every 
doctor can recall some development in a case unex- 
plainable on the basis of diagnosis given and medicine 
used. Every doctor must learn the value of treating the 
reactions to illness, not only for his patients’ sakes, but 
also for the success of his practice. This is a scientific 
aspect of the “art” of medicine. 

A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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When a child is born with a disfiguring anomaly, 

the parents want to know how and when 

it can be repaired surgically. 

The timing of plastic operations varies with the types 

of anomalies and to some extent with the preferences 

of individual surgeons. More than physical restoration is at stake. 
The patient's peace of mind also must be restored. 


Timing of Plastic Operations in Children 


GEORGE V. WEBSTER, M.D. 


Pasadena, California 


THE PHYSICIAN must answer the queries of anxious 
parents whenever a congenital abnormality is dis- 
covered at birth. Without attempting to take sides in 
an unsettled conflict of ideas regarding the proper 
time for surgery for each type of congenital defect, a 
working plan is herewith presented. An effective boost 
to the morale of heartbroken parents can be provided 
by the assured answer of the physician as to when 
surgery will probably be performed, and what results 
can be reasonably expected. 

While working rules are given here, the timing of in- 
dividual operative procedures must be rechecked and 
correlated to conform with the ideas of the plastic 
and reconstructive surgeon in each locality who will 
actually perform the surgery. A brief preliminary in- 
quiry regarding the subject matter of this paper should 
easily clarify the particular consultant’s view on con- 
troversial issues. No thought of dogmatic insistence on 
one definite time of operation is intended. 

Indications for plastic surgical operations in children 
are chiefly visible defects that require correction. The 
coexistence of other congenital deformities, however, 
may completely alter plans for plastic surgery, as cor- 
rection of other defects may take precedence or com- 
pletely contraindicate scheduled plastic repair. This is 
especially true of such serious congenital anomalies as 


cardiac or renal defects, gross ventral hernias, menin- 
gocele, severe spina bifida, microcephaly or hydro- 
cephalus. Common sense dictates variations in timing 
which constitute good surgical judgment in such cases. 
Prematurity must also be considered a contraindica- 
tion to surgery in most instances until normal weight 
and growth have been obtained. 


Head and Neck 


Congenital defects requiring plastic repair are 
chiefly present in the head and neck. The trunk and 
extremities are less frequently involved, although de- 
fects of the extremities are very common. 


A. 


Congenital defects of the lips are so common that 
they are well known to most laymen as “harelips.” 
Timing of operations depends on the degree of de- 
formity present. In general, the following plan of repair 
is followed. The lip defect, unless of an exceedingly 
low-grade nature, can be corrected as soon as the baby 
has regained birth weight and seems to be a healthy 
child who can withstand surgery without undue risk 
(Figure 1). Delay for two or three months, however, 
does no harm. While some surgeons wait for a period 
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of two to three months, feeling that the tissues are a 
jittle larger and easier to manipulate at that time, most 
plastic surgeons believe that the value to the mother 
and family of taking home a relatively normal child is 
very great. The contrast between a nearly normal baby 
and one with a gross and somewhat revolting defect, 
as far as laymen are concerned, far outweighs the possi- 
ble advantage to the surgeon of a short delay. 

The initial closure is usually quite satisfactory, but 
all parents are told when they are first seen in relation 
to the primary lip repair, that when adult development 
of the face takes place in the early teens, the nose un- 
doubtedly can be improved by a rhinoplasty operation 
and the lip can be revised at the same time. It is al- 
most impossible to get a perfect nose and perfect pri- 
mary repair of the lip which will persist into adult life, 
and it has been found almost universally advisable to 
revise the lip and nose before adulthood. Remarkably 
satisfactory primary repairs can be performed, but as 
the child goes through the prepubertal phase of 
development, the defect becomes more evident, and 
there is usually opportunity for improvement. 


B. Cuzrr PALATES 


The tendency in recent years has been to defer re- 
pair of cleft palate until 2 years of age or even later. It 
was formerly the practice of many plastic surgeons to 
repair the palate fairly early in infancy and even before 
repairing the lips in some cases. Drastic measures of 
bone-crushing and tension techniques with wires and 
lead plates, and other traumatic processes were used 
to obtain a supposedly necessary bony closure. The 
percentage of failures and gross deformities of the palate 
as a result of these early closures are all too evident at 
the present time when many of these children have 
grown to adult life with the familiar “dish face” and 
hypogenesis of the middle third of the face, poor 
speech, regurgitation of food through the nose and 
other difficulties. Furthermore, the development and 
growth of the maxilla may be seriously impaired by 
attempting closure at too early a date. The minimum 
age for closure of the anterior palate, by means of mu- 
coperiosteum overlying the vomer, in most clinics is 18 
months to 2 years. Operations for closure of the palate 
itself are rarely performed before age 2 years. They may 
often be deferred until age 24% to 3 years or even 4 
years, depending on the judgment and particular 
wishes of the plastic surgeon. While there is a move- 
ment being initiated in some clinics to leave the palate 
open permanently, with the idea that better speech is 
created by the use of an obturator, it is still the most 
common practice to close the palate surgically and aid 
the child with speech training. 

Orthodontia and speech training are advisable when 
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Figure 1. Cleft lip. A left unilateral cleft lip in a newborn. Plastic 
repair is usually performed when the baby has regained birth 


weight and is eating well. 
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Figure 2. Protruding ears. Boys usually should have an otoplasty 
before entering school, whereas girls are operated at age 6 or 7 years 
or even later. 


ag 
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speech has begun, at 2 to 24% years of age. Ortiiodontia 
is done early in most cases, but occasionally awaits 
eruption of the permanent teeth, depending la: gely on 
the judgment of the individual orthodontist. A word of 
caution should be interjected here. Some orthodontists 
will try for years to straighten defective teeth which 
erupt into an old cleft, when it is much simpler to ex- 
tract the teeth and have a permanent bridge. The pa- 
tient usually arrives at this belated solution to the prob- 
lem anyway, because the defective teeth soon come loose 
and fall away or are so disfigured that they do not 
match the normal adjacent teeth. 


C. OTHER FACIAL AND BRANCHIAL CLEFTS 


The less common facial clefts are sufficiently rare 
that consultation can be held with the plastic surgeon 
in each individual case to find out when he would like 
to perform the surgical repair. Most are deferred to age 
1 or 2 years when the structures are sufficiently de- 
veloped. Such defects are coloboma of the eyelids, 
branchial cleft tracts, thyroglossal duct cysts, eye-to- 
ear, eye-to-nose, mouth-to-ear and other congenital 
clefts of the face and neck. Similarly, congenital nasal 
deformities such as a bifid nose, congenital absence of 
the nose, absence of the columella, dermoid cysts of 
the nose and eyebrow and others are sufficiently un- 
common that they must be considered on an individual 
basis by the operating surgeon, but rarely are they 
treated in earliest infancy. The proper time for surgery 
cannot be answered by broad generalizations. 

One of the commonest and simplest web-like anoma- 
lies of the mouth and lips is the condition of congenital 
tongue-tie and the accompanying condition of web- 
like frenulum of the upper lip. If the tongue-tie is thin 
and filamentous, clipping by the physician in infancy 
produces a-complete cure. If the webbing is of a more 
dense or structural type, release by actual dissection of 
the web and a Z-plastic is often indicated. This should 
be done sometime within the first two years of life. The 
web-like frenulum of the upper lip usually becomes 
apparent with the eruption of the deciduous teeth. 
Separation of the central incisors indicates that surgical 
correction should be undertaken before permanent in- 
cisors erupt. Once the frenulum has been removed 
surgically at its attachment to the alveolar ridge, the 
permanent teeth tend to erupt in normal fashion with- 
out the abnormal separation of the deciduous teeth. 


D. CoNnGENITAL DEFECTS OF THE EAR 


Congenital auricular defects may be those of hypo- 
genesis or more commonly cartilaginous deformity 
with protrusion. Occasionally, extreme overgrowth of 
the ears is noted. 

Hypogenesis of the ear may consist of complete ab- 
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sence of the ear, various stages of auricular budding, 
its, accessory appendages and other malformations. 
In girls such defects should be covered by the hair and 
allowed to await the age of 7 or 8 years before any 
surgery is undertaken. Even then surgery is often dis- 
appointing and may be unwise. In boys, because of ex- 
posure of the ear, preliminary surgical operations may 
be performed before school age, but the definitive 
surgery must often await mature development of the 
face at age 14 to 16 years. The tendency now in ear 
reconstruction in boys is to do one or two simple cor- 
rective operations, leaving a still deformed, but some- 
what improved ear. This seems preferable to the multi- 
staged movement of tissue to reconstruct an ear by 
many operations, producing extensive scarring about 
the neck and face and with a result that is still quite 
unsatisfactory. The end results of congenital ear re- 
construction by even the best plastic surgical clinics 
in this country and abroad are still far from excellent 
anatomic and esthetic results. The parents should be 
instructed to help the child accept the fact that he has 
a deformity and fortify him against unkind comments. 
The “‘lop-ear”’ or protruding ear is a continuation of 
the problem of maldevelopment of the ear, usually due 
to a congenital failure of formation of the antehelix 
fold. It may also be due to hypertrophy and over- 
growth of various structural parts of the ear, especially 
the concha. The cartilages are too flexible to permit 
early operation. Surgery can be deferred in girls until 
age 6 or 7, but in boys surgery should be carried out 
before they enter school at age 4 to 5 years because the 
comments from their playmates may cause serious 
psychic trauma with resulting personality disturb- 
ances (Figure 2). 


E. DEFORMITIES OF THE NOSE 


While obstructive deformities of the nose, such as 
congenital atresia and other anomalies, must be oper- 
ated in infancy or early childhood, many deformities do 
not become evident until the face matures. Large noses, 
humped noses, hooked noses and crooked noses 
usually follow familial traits and yet must be considered 
congenital deformities. These seldom become a prob- 
lem before the teen ages, but occasionally cause emo- 
tional distress in childhood. Rhinoplastic surgery 
should await age 15 or 16 years, to avoid interference 
with growth patterns (Figure 3). 


F. Wessinc ABouT THE NECK 


One occasionally sees defects in the neck consisting 
of lateral webbing from the mastoid area to the shoul- 
ders and, rarely, webbing from the midline of the chin 
to the sternum. These conditions are usually part of a 
multiple defect syndrome such as the Klippel-Feil 
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Figure 3. Rhinoplasty. Surgery should await age 15 or 16 years to 
avoid interference with growth patterns. : 
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syndrome, or are part of the multiple congenital anoma- 
lies and webbing seen in some children. Surgical re- 
lease by Z-plasty can be performed any time before 
school age. It is interesting to note that although a 
Z-plasty is successful in adult skin, scars in the necks 
of children tend to spread and give an unsightly re- 
sult no matter how carefully the approximation has 
been done, and parents should be forewarned. 


Deformities of the Trunk 


Deformities of the trunk requiring plastic surgical 
correction are relatively rare. Such deformities as 
“funnel breast” and “pigeon breast” are better handled 
by the thoracic surgeon whose training and experience 
is much more closely allied with the surgery involved 
in the correction of these defects. Defects of the ab- 
dominal wall are more commonly treated by the general 
surgeon, who likewise deals continually with the prob- 
lems of intra-abdominal surgery and other lesions of 
the abdominal wall. 

Congenital anomalies of the genitalia are operated by 
many plastic surgeons, either alone or in conjunction 
with urologists. These problems include such cases as 
extrophy of the bladder, hypospadias, epispadias, 
hermaphroditism and pseudohermaphroditism. Al- 
though the working rules for the proper time for cor- 
rection of these anomalies are part of the plan of every 
plastic surgeon, they will be best decided in each indi- 
vidual case by consultation with the surgeon actually 
doing the surgery to find out his individual wishes. In 
any event, it is safe to wait until several months of age 
in practically all cases. 

Reconstruction of the vagina is usually performed in 
late teens or upon contemplation of marriage. This 
highly successful operation for congenital absence of 
the vagina would be ineffective without frequent post- 
operative dilatation, and this prevents any considera- 
tion of reconstruction in childhood. 


Anomalies of the Extremities 


Congenital anomalies of the extremities are exceed- 
ingly common and vary from tiny accessory digits, 
which are often attached near the base of the little 
finger, to anomalies in which there is complete absence 
of an entire extremity. 

Finger webbing is treated at about 1 year of age or be- 
fore differential growth in the length of the fingers 
would produce deviation and curvature of the fingers 
due to altered length. Correction of webbing at the 
elbow and axilla can be deferred until 3 or 4 years of 
age. Webbing in the toes, if very slight, is often left un- 
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corrected without difficulty. Treatment of more severe 
webbing of the feet is usually deferred until age 2 or 3 
years. The parents should be advised that in the relief 
of webs of toes or fingers, a correct surgical solution 
involves the use of a skin graft from another pari of the 
body, usually the “swimming trunk” area, and that 
some scar always results from a donor site. 

Polydactylism is usually treated anytime before school 
age if the defects are of the gross type. Simple amputa- 
tion of lesser degrees of polydactylism can be per- 
formed at about 1 year of age. Congenital webbing of 
the axillary and popliteal folds and of the pectoral 
region is usually deferred until age 3 to 5 years unless 
it seriously restricts movement. 

Congenital constriction bands occurring on extremities 
often require almost immediate surgery to avoid loss of 
the extremity due to circulatory embarrassment, par- 
ticularly lymphedema. When these constriction bands 
are well tolerated and there is adequate circulation, 
surgery can be deferred until 1 year of age or later. 


New Growths 


The commonest cutaneous anomalies requiring plas- 
tic repair which are properly classified as new growths 
are hemangiomas and nevi. The hemangiomas should 
be brought under observation by a plastic surgeon 
within the first few weeks of life. He can then determine 
whether treatment is advisable, what type and what 
results can be reasonably expected. The location of the 
deforming and disfiguring hemangioma dictates the 
time of surgical interference and treatment. A heman- 
gioma on the back could be allowed to go a much 
longer time, for instance, than one on an eyelid. 

Nevi are of all sizes and shapes from the very tiniest 

to those that cover much of the trunk and extremities. 
These must be treated according to their location and 
their degree of disfigurement and whether they are 
subject to trauma. Few of these require surgery within 
the first year of life. Most can be deferred even into 
adult life or left alone if they are not subject to trauma. 
Larger nevi that are on exposed surfaces should be 
corrected before the child enters school, especially ifa 
skin graft is going to be required, as the child is a bet- 
ter subject for skin grafting when he has grown sufki- 
ciently to allow for adequate donor sites. Such surgery 
in extremely small infants would be inadvisable. Nevi 
covering a fairly large surface of the face are best re- 
moved by a combination of multiple excision and skin 
grafting, and such surgery can be begun as early as | 
or 2 years of age. Thus, if multiple stages are required, 
these may be completed some time before the child 
enters school. 
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There are still nearly one million new cases of gonorrhea 

in the United States each year. About 20 per cent of these cases 
occur in young people between 15 and 19 years old. 

Irregular habits in reporting this disease have hampered 
epidemiologic studies and retarded adequate control programs. 
For example, the incidence of infection per 100,000 population 


shows a discrepancy as high as 40 to 1 between nonwhite 
and white males. This suggests serious under-reporting 


by the private physicians treating young white males. 
Physicians and health departments must participate actively 


in community educational programs. 


The Continuing Problem of Gonorrhea Among the Teen-Age Group 


ABRAHAM GELPERIN, M.D. 


Senior Staff Physician, Veterans Administration Hospital 


Chicago, Illinois 


GonoRRHEA continues to be a major communicable 
disease for the age group 15 to 19. Surprised, anyone? 
The sulfonamides and antibiotics were supposed to 
have solved this problem for us. Yet, the level of re- 
ported gonnorheal disease in the United States is only 
now reapproaching the pre-World War II attack rates; 
and approximately 20 per cent of all reported cases 
are in the young age group under discussion. There 
are many reasons for our seeming failure. Of prime 
importance is the attitude toward gonorrhea of our 
physicians and of members of other health professions, 
as well as of people in general. Certainly, what an 
18-year-old thinks of this disease is conditioned by 
the attitudes of his elders. Our jokes and casual remarks 
are more important than our public pronouncements. 
In reality, are we contemptuous of gonorrhea ? 


Accuracy of Statistics 


Any evaluation of the extent of the problem of 
gonorrhea in our population is severely handicapped 
by the paucity of accurate information. Usilton stated 
in both 1930 and 1935 that there was no age breakdown 
in the United States Public Health Service national 
venereal disease surveys, as they pertained to gon- 
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orrhea. In 1937, Vonderlehr and Usilton reported the 
first age-specific attack rates. These were for Nebraska, 
Kansas and Richmond, Virginia only. 

The statistics on gonorrhea morbidity presently 
available are open to serious question. According to 
unpublished data from the Venereal Disease Program 
of the United States Public Health Service, the re- 
ported gonorrhea rates per 100,000 population during 
the calendar year 1953 varied within sections of the 
United States from 29 in Iowa to 76 in Kansas, from 95 
in Ohio to 234 in Illinois, and from 128 in Alabama to 
496 in Tennessee. Some 42 per cent of the Iowa rate 
is made up of cases reported in Polk County, including 
Des Moines, which is but 9.6 per cent of the state’s 
population. These variations between states, and 
within a state, probably do not indicate real differ- 
ences in frequency of gonorrheal infection. 


Adequacy of Control 


The treatment of gonorrhea has rapidly shifted dur- 
ing the past two decades from the clinic and specialist 
to the offices of family physicians. The rapport be- 
tween practicing physicians and health departments 
that is mentioned so frequently as a basic necessity 


93 


evere 

or 3 A ba (| 

relief AN VY, { 

ition } yj { Ds 

ite FAZ_K| SVE 

that a= KX 
| // AN \ \ 

hool || Nee WAS 

g of A \ 

oral Fy 

ties So CRU 

of 

par- 

nds 

ion, 

las- 

ine 

hat 

the 

the 

an- 

ich 

est 

es. 

nd 

ire 

in 

ito 

la. 

be 

fa 

h- 

ry 

vi 

in 

d, 


NONWHITE RACE 


WHITE RACE 


240 
220 ~ 
200 
180 - 
160 ~ 
140 ~ 
120 ~ 
100 + 
80 - 
60 
40 - 
20 - 


Rote per 100,000 population 


Yeor of oge 


Figure 1. Chart showing rate per 100,000 population 


of reported 
civilian cases of gonorrhea by race and sex in the 15- to 24-year 
age group (Continental U.S., 1953). Note that the ordinate is a 
logarithmic scale. 
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Figure 2. Chart of an epidemiologic study of gonorrhea. Numer- 
als indicate age. Blackened circles indicate gonorrheal infection. 


must be made a reality if we are to have adequate con- 
trol programs, as well as know what the facts of the 
problem actually are. It is of interest that the cal- 
culated number of new cases of gonorrhea is still some 
one million per year. 


Contract INVESTIGATION 


Epidemiology is a health department responsibility 
that assists in control of disease, as well as in deter- 
mining its prevalence. Contact investigation has been 
seriously handicapped in the case of gonorrhea by its 
rapid cure with adequate therapy. Patients are usually 
seen but once by physicians and clinics. In addition, 
the private physician is handicapped by lack of time 
and knowledge of epidemiologic techniques. How- 
ever, medical responsibility does not cease with ade- 
quate antibiotic therapy for the patient with gonor- 
rhea. Since gonorrhea, an important reportable com- 
municable disease, is so intimately involved in in- 
dividual, family and community mores, and the doc- 
tor-patient relationship is ever present, poor or no 
contact investigation by private physicians unfortu- 
nately may result. 

The extraordinary shift from the prostitute as 4 
major source of gonorrhea to the clandestine “pick-up” 


or “girl friend” in both military and civilian popula- 
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RATE PER 100,090 POPULATION OF THE TEN LEADING CAUSES OF DEATH 
{iN THE 15-19 AND THE 20.24-YEAR AGE GROUPS— 
> CONTINENTAL UNITED STATES CALENDAR YEAR 1953 


15-19-year age group 


Cause of death 


Accidents 


Malignancies 7.4 
Heart Disease 43 
Homicide 3.6 
Influenza 32 
Suicide 
Pregnancy 2.2 
Tuberculosis 2.1 
~Nephritis 20 


Total all causes’ 105.2 


tions makes the problem even more difficult. The 
population as a whole, and especially the family unit, 
is the real focus for all basic education and control 
programs. No longer dare we restrict ourselves to clinic 
clientele and prostitutes. 


DELINQUENCY AND PROMISCUITY 


Much is being made of juvenile delinquency and its 
relationship to the venereal diseases. Promiscuity is 
somehow accepted as a part of growing up. Does our 
15 to 19 year group learn very much from either ex- 
perience or their elders? Figure 1 shows the rates per 
100,000 population of reported cases of gonorrhea by 
race, sex and single years of age among the 15 to 24 
year age group in the continental United States for the 
year 1953. The significant points are the markedly 
higher rates for the nonwhite, and the rapid rate of 
increase for both races from age 15 to 19. In the males 
of both races, the highest rate per 100,000 is attained at 
age 23, the rate being 230.6 for white males, and 
8,184.3 for nonwhite males. In the female, the maximum 
rate is reached at an earlier age; 118.4 in the white at 
age 18, and 4,018.6 in the nonwhite at age 19. The 
marked discrepancy between white and nonwhite rates 
suggests serious under-reporting in the former, per- 
haps due in part to the treatment of the majority of 
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Malignancies 10,2 
Homicide 8.3 
Heart Disease 76 
Suicide 59 
Tuberculosis 4.7 
Pregnancy 4.0 
Influenza 3.2 
Nephritis 2:9 
Vascular Lesions 20 


white patients by private physicians, and the con- 
tinuing treatment of nonwhite patients in clinics. 

Investigations of epidemics of venereal disease in 
Polk County, Iowa since 1950 have shown that those 
predominantly promiscuous continue to be the 15 to 
19 age group. Figure 2 presents the results of a recent 
epidemiologic investigation. Cooperation by our prac- 
ticing physicians and rapid identification of contacts 
resulted in the small number of secondary infections. 
The young people involved in this and previous in- 
vestigations lived in all areas of the county, though the 
majority came from our so-called middle class. The 
broken home was an unimportant factor. 


EDUCATIONAL PROGRAMS 


Has the pattern of sexual development, understand- 
ing and practices in the adolescent age group changed 
to any appreciable extent during our lifetime? How 
have our educational programs fared? Years ago, the 
admonishing finger was waggled under the nose, with 
fear the emotional overtone. However, a major difficulty 
is that adults have either vague or no remembrance 
of their own youth, or deliberately ignore this develop- 
mental period because they want to. We somehow 
forget that the pattern of human development will 
repeat itself, with only superficial modifications super- 
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20-24-year age group 
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imposed by adults. Things that made little lasting 
impression upon us as teen-agers will probably not im- 
press our teen-age children. Have we progressed in 
our educational programs along with the marked and 
rapid changes in the medical management of gonorrhea ? 

The 15- to 19-year-old segment of our population 
is the key group for any control program. These peo- 
ple develop both habit patterns and attitudes that will 
influence their own children in the years to come. 
Modifying what they think and do is of importance 
today, as well as 25 years from now. We cannot hope 
that the extensive use of antibiotics for so many of 
man’s real or fancied ailments will decrease the num- 
ber of gonorrheal infections. This is particularly true 
in the 15 to 19 age group where the morbidity rate of 
illness is lower than in any other age group. A list of 
major causes of death emphasizes that, in the main, 
these young people succumb to violent deaths (Table 1). 
Communicable disease is of little consequence, and 
the pattern persists during the subsequent five years. 

Our investigations have emphasized the importance 
of several facets of the basic problem. First, practically 
all the parents interviewed did not know where their 
sons or daughters were, or what they were doing at 
any time other than school. That they were out with 
the “gang” was natural and normal. In addition, sex 
education was usually acquired almost anywhere except 
at home. In the investigation shown in Figure 2, none 
attended church, except occasionally, or belonged to 
any youth group. All lived with their natural parents. 
The responses to our questions of these and the other 
young people in our investigations showed quite 
clearly that they were really not children, though 
legally so labelled because of chronologic age. Further- 
more, it became evident that youth needs not only love 


within his family, but also mutual respect. This \atter 
factor has evolved as a major lack. One might surmise 
that our youth is either misinformed or uninformed, 
willing to take a chance, and also contemptuous of 
gonorrhea. 


ComMMUNITY EFFORTS 


What must be done concerning the continuing 
serious problem of gonorrheal disease in the 15 to 19 
age group depends upon the acknowledgement of two 
facts. First, that the private practitioners of medicine, 
as well as the health departments, have done poorly in 
controlling this disease. Second, that the control pro- 
gram must be based upon long-term community efforts, 
as indicated by the theme of a national conference 
sponsored by the American Social Hygiene Society, 
‘Education for Personal and Family Living.” Prac- 
ticing physicians and public health departments must 
involve themselves actively in this fundamental pro- 
gram rather than do nothing because the job is in- 
terminable. 

In Polk County, the problem of gonorrhea control 
was presented as a first step to the ministerial associa- 
tion and Catholic groups. Our mutual dependence in 
this responsibility was recognized. The initial approach, 
as evolved through discussion, was that each congrega- 
tion or parish should accept the responsibility of work- 
ing with its members through already existing lay 
church associations. Assistance from, and coordination 
with their health departments was emphasized. The 
private physician and the health department have a 
duty to initiate, nurture and guide their own com- 
munity’s efforts to assist itself. 

A coupon for ordering a bibliography accompanying this arti- 
cle may be found adjacent to or near the Index to Advertisers. 


Diet and Coronary Heart Disease 


THE HIGH FREQUENCY of coronary heart disease among American men, especially in middle age, 
is not found among many other populations, notably among Japanese in Japan and Bantu in 
South Africa. Experimental, theoretic and epidemiologic evidence implicates the diet, and 
especially the fats in the diet, in these differences. The search for other factors so far has been 


unsuccessful. 


It seems probable that the more common fats of the American diet, when eaten in large 
amounts, as is often the case in the United States, may contribute to the production of relative 
hypercholesterolemia and so to atherogenesis. Further, there is suggestive evidence that fatty 
meals may induce hypercoagulability of the blood and inhibition of fibrinolysis. 

While dietary fat cannot be the sole responsible agent, the weight of accumulating evidence 
is such that the most extensive research on the question of the role of dietary fat in athero- 
genesis and thrombogenesis is warranted.—A. Keys, PH.D. and F. GRANDE, M.D., Diet and the 


Epidemiology of Coronary Heart Disease, AM. J. Pus. Heautu, 47: 1520, 1957. 
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Subdural Puncture in Infancy 


In infants, subdural puncture can provide early diagnosis 
We) of acute or chronic subdural hematoma, and subdural fluid 

f/ or pus collections. Early diagnosis of these conditions 
may forestall serious damage to the rapidly growing infant brain 
by permitting definitive treatment. This procedure is easier 
than lumbar puncture-—yet, it is not widely utilized. 
An appreciation of the anatomy of the coverings of the brain, 
plus an adherence to careful techniques, make subdural puncture 
in infants perfectly safe. 


EDWARD J. TOMSOVIC, MAJOR, M. C., U.S. ARMY, 


THOMAS A. HANSON, CAPTAIN, M. C., U.S. ARMY 
AND WILLIAM C. BUTZ, LT. COLONEL, M. C., U.S. ARMY 


Pediatric Service and Laboratory Service, Madigan Army Hospital 
Tacoma, Washington 


SUBDURAL PUNCTURE is a diagnostic procedure used to 
determine the presence of blood or fluid collections in 
the subdural space. The method is applicable during 
that period of infancy when the major cranial sutures 
are open. It is simple and safe, demanding a minimum 
of skill and equipment. Yet, it yields the physician 
highly diagnostic information. Its early employment 
upon suspicion of a subdural hemorrhage or fluid 
collection may save life or forestall important brain 
damage. While the technique of subdural puncture is 
widely known to neurosurgeons, it is less well known 
to pediatricians, and is quite unfamiliar to many general 
practitioners. 

The responsibility for making the diagnosis of sub- 
dural fluid collection lies with the physician who first 
sees the child. As Ingraham states, ‘Unless the diag- 
nosis is made by the pediatrician or general practi- 
tioner, these patients will not reach the neurosurgical 
clinic.” 

The number of positive diagnoses will increase in 
direct proportion to the intensity with which these 
lesions are sought. 
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Historic Aspects 


In 1904, Finkelstein found a collection of bloody 
xanthochromic fluid in the subdural space while at- 
tempting ventricular puncture in a child with sus- 
pected hydrocephalus. This was the first description 
of subdural tap. Prior to this time reports on subdural 
hematoma dealt only with postmortem material. Hahn, 
in 1911, and Rosenberg, in 1913, reported the use of 
subdural puncture as a therapeutic as well as diag- 
nostic measure. Over the ensuing years, knowledge of 
subdural hematoma increased and was paralleled by an 
ever wider use of what was referred to as “‘fontanelle 
puncture.” 

Though Penfield, in 1923, reported the occurrence 
of subdural effusion following pneumoencephalo- 
graphy, and sporadic reports of empyema in the dural 
space had appeared, there was no common indication 
for subdural puncture, other than in suspected sub- 
dural hematoma, as late as 1949. In 1950, McKay, 
Morissette, Ingraham and Watson published a report 
of nine cases of subdural effusion following Hemo- 
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philus influenzae meningitis, introducing a new indica- 
tion for subdural puncture. These effusions are now 
reported frequently in cases of treated meningitis that 
fail to show expected improvement with adequate anti- 
biotic therapy. 


Anatomic Considerations 


An understanding of the anatomy of the infant 
cranium, brain and meninges is required before under- 
taking the performance of a subdural puncture. 


CRANIAL SUTURES AND FONTANELLES 


The main sutures are usually closely coapted by the 
end of the fifth or sixth month to form a firm union, 
although occasionally mobility can be detected as late 
as the eighth month. The posterior and lateral fonta- 
nelles are obliterated by the sixth week. The anterior 
fontanelle may increase in size during the early months, 
but tends to diminish by the latter part of the first six 
months. Normal closure time by palpation occurs from 
the ninth to the sixteenth month, although it may be 
found open longer by x-ray. Delayed closure of the 
fontanelles is regularly seen in hydrocephalus. 


BRAIN AND ENVELOPING MEMBRANES 


The average brain of a mature newborn infant 
weighs 335 to 400 Gm. at birth. In the first six months 
of life, the brain increases approximately 200 Gm. The 
average increase in brain weight does not usually ex- 
ceed 50 Gm. per month. 

The brain parenchyma of the newborn is of a soft 
gelatinous consistency, there being a relatively high 
water content. The cerebrospinal fluid in the subarach- 
noid space is reduced during the last month of gesta- 
tion, so that at term the brain completely fills the 
cranial vault. However, in the newborn and young in- 
fants, the subarachnoid space always appears broad in 
comparison with that of the adult which is 2 to 3 mm. 
in depth. 

The vascular supply of the cortex lies within the 
subarachnoid space and follows the major fissures and 
sulci. Short branches dip at right angles into the brain 
parenchyma. Bridging veins traverse the subdural 
space into the superior sagittal sinus. 

The subdural space is potential. It is obliterated 
except when hemorrhage or fluid collections expand 
this compartment. There is a minimal amount of a 
tenacious yellowish fluid constantly present within the 
subdural space that acts apparently as a lubricant 
between the dura mater and pia arachnoid membranes. 
Over both hemispheres this fluid does not exceed a 
total volume of 5 ml. 

The dura mater is firmly attached to the bones of the 
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Figure 1. Lateral aspect of infant’s head showing open fontanelle 
and coronal suture. Shaded area indicates a subdural fluid collec- 
tion. Proper spot for introduction of needle is indicated by arrow. 


calvarium in infancy. It receives its principal blood 
supply from the branches of the internal carotid 
artery. The inner surface of the dura mater is intimately 
associated with the pia arachnoid membrane. No com- 
munication is present between the subdural and sub- 
arachnoid spaces. 


Subdural Hemorrhage and Effusion 
ACUTE SuBDURAL HEMATOMA 


Intracranial hemorrhages in newborn infants are 
most frequently subdural in location. These are as- 
sociated with tears in the dural sheaths that partition 
the parenchymal portions of the brain. Tears most 
frequently encountered involve the falx cerebri and 
tentorium cerebelli. Tears in the tentorium tend to 
extend medially into the straight sinus. In this in- 
stance, hemorrhage will be found in the posterior 
fossa and around the cerebellum. Injury to the falx 
cerebri is encountered within the midportion of this 
structure immediately beneath the superior sagittal 
sinus. These are represented by defects traversed at 
random by fibrous strands. Any manipulation or stress 
exerted on the falx cerebri tends to enlarge these 
openings. Hemorrhage into the falx cerebri in newborn 
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Figure 2. Vertex of infant’s head showing anterior fontanelle, open 
sutures and proper locations for subdural puncture. A subdural 
fluid collection is indicated by the shaded area. This diagrammatic 
presentation emphasizes the tendency to fronto-parietal localization. 
Fluid collections may extend over the occipital lobes as well. 


infants is a common finding though it is rarely a cause 
of death. 

Bridging veins are likewise ruptured through trauma 
incident to difficult deliveries. Postnatal injuries with 
ruptured bridging veins are a source of massive hemor- 
thage. However, a slight amount of subdural hemor- 
thage from ruptured bridging veins is found smeared 
over the pia arachnoid membrane that is of a cause of 
death. Massive hemorrhage released from the lesions 
described above is always distributed over the con- 
vexity of the hemispheres on the injured side. The 
greatest accumulation of blood is along the lateral mar- 
gin of the cerebral hemisphere on the affected side. 
Therefore, explorations for subdural hemorrhage 
should not be undertaken immediately adjacent to the 
superior sagittal sinus but rather within the open 
coronal sutures ¥ to % inch from the anterior fontanelle 


(Figures 1, 2 and 3). Acute subdural hemorrhage is at 
times bilateral. 


Curonic SuspuraL HEMATOMA 


Fresh blood coagulates and becomes adherent to the 
dura. There is organization with formation of a mem- 
brane adjacent to the dura. This becomes thickened 
and can be removed as layered velvet-like strips. Be- 
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Figure 3. Coronal section of the cranium illustrating normal re- 
lationships (left) and alterations produced by a subdural hematoma 
(right). The puncture needle is shown in situ. 


cause of high protein content within the hematoma, 
fluid enters and enlarges the lesion, compressing the 
subjacent brain parenchyma. A “neomembrane” de- 
velops on the inner surface of the hematoma, and the 
lesion is then frequently referred to as subdural 
hydroma or hygroma. 


SUBDURAL EFFUSIONS 


_Subdural effusions have been encountered in chil- 
dren following pneumoencephalography, meningitis 
and thrombosis within the major sinuses. Likewise, 
thrombophlebitis of the bridging veins following 
meningitis or extreme dehydration may result in sub- 
dural fluid collections. In most cases, when this fluid 
appears as a simple effusion, it is xanthochromic, con- 
taining up to 300 white cells per counting chamber 
field and frequently yielding sterile cultures. Subdural 
empyemic exudates are encountered occasionally, al- 
though apparently less frequently in children. In gen- 
eral, subdural fluid collections are simple transudates. 


Indications for Subdural Puncture 


There are four major conditions for which diagnostic 
subdural puncture is indicated. These are acute sub- 
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dural hematoma, chronic subdural hematoma, sub- 
dural effusion and subdural empyema. 


ACUTE SUBDURAL HEMATOMA 


This may occur following birth injury or as a result 
of head trauma later in life. When a newborn infant 
with a history of difficult delivery manifests lethargy, 
anorexia, vomiting, cyanosis, Cheyne-Stokes respira- 
tion, cerebral cry, coma, opisthotonus, convulsions or 
localized neurologic findings, central nervous system 
hemorrhage will certainly be considered. Subdural 
puncture will reveal blood in the dural space if it is 
present. Evacuation of bloody fluid through the needle 
may produce prompt improvement. At times, this 
procedure can be lifesaving. It may prove the only 
necessary therapy, but the wisdom of seeking neuro- 
surgical consultation cannot be overemphasized. 

In an older infant, head trauma, when followed by 
symptoms as outlined above, may serve to indicate 
acute subdural hematoma. While trauma is the sine 
qua non without which subdural bleeding is unlikely, 
the history of head injury may not be elicited. Infants 
bump their heads frequently, and the significant event 
may have been dismissed by the parents as trivial, or 
may not have been witnessed at all. Consequently, a 
high index of suspicion is necessary. 


CuHronic SuBpURAL HEMATOMA 


The infant who withstands an acute subdural 
hemorrhage may stabilize after a period of days and 
then begin the insidious course of chronic hematoma. 
Weeks or months after the initial injury, the infant can 
present with systemic complaints such as fever, failure 
to gain weight, vomiting, irritability or repeated infec- 
tions. In the absence of symptoms implicating the 
central nervous system, the clinician must be astute to 
recognize the indication for diagnostic subdural 
puncture. 

Fortunately, there are some signs which may be 
helpful. Enlargement of the head with separation of 
sutures (suggesting hydrocephalus), bulging fon- 
tanelles and retinal hemorrhages occur often enough 
to be useful clues. Papilledema is not to be expected, 
since the expansible infant cranium precludes its de- 
velopment in most cases. 

Convulsions are the most prominent neurologic in- 
dication of chronic subdural hematoma, occurring in 
over 50 per cent of cases. They may be of any type. 
Other neurologic signs such as hyperactive reflexes, 
ocular palsies and hemiparesis are seen, but there is no 
pathognomonic sign or diagnostic syndrome. When 
the possibility of subdural hematoma is considered, 
this alone is the indication for a subdural puncture. 

The terms subdural hygroma and hydroma have 


100 


been used, and an attempt to define these terins pre- 
cisely was made by Kinley, Riley and Beck. Wc prefer 
to regard these as variations of chronic subdural 
hematoma, differing only in extent of hemorrliage and 
duration of the lesion prior to diagnosis. 


SuBDURAL EFFUSION 


After initial improvement on adequate specific and 
supportive treatment, certain infants with purulent 
meningitis fail to pursue a course of uninterrupted re- 
covery. This often indicates development of subdural 
effusion. 

Smith lists the following indications for performing 
subdural puncture in a patient under treatment for 
meningitis. 

1. Fever after 48 to 72 hours of adequate therapy. 

2. Persistent positive cerebrospinal fluid cultures, 

3. Focal or persistent convulsions. 

4. Persistent vomiting. 

5. Specific neurologic abnormality after subsidence 
of infection. 

6. Persistent opisthotonus. 

7. Persistent bulging fontanelle unrelieved by lum- 
bar puncture. 

The physician should look for these indications, 
particularly in Hemophilus influenzae (type B) men- 
ingitis, where more than 30 per cent of cases have been 
reported to develop subdural effusions. Other purulent 
meningitides contribute instances of fluid collection. 
Only exceptionally will tuberculous meningitis cause 
subdural effusion. The more bland viral meningitides 
apparently do not provoke such a response in the 
meninges, but their role has not yet been defined. 

Age bears a definite relationship to the occurrence 
of subdural fluid in the course of meningitis. The 
younger the infant, the greater the likelihood of ef- 
fusion. 

After pneumoencephalography, fluid will occasion- 
ally accumulate in the dural cleft. An air-fluid level 
may be seen by x-ray. The infant may present fever 
and may fail to respond after this procedure. These 
accumulations are usually benign, resolving spontan- 
eously after a few days, or clearing somewhat with the 
diagnostic subdural puncture. 

Subdural effusion is sometimes encountered with 
thrombotic conditions of major cerebral veins or dural 
venous sinuses. Also it may accompany infections 
about the head such as otitis media or mastoiditis. 


SuBDURAL EMPYEMA 


Collections of frank pus in the subdural space are 
seen rarely. They may follow bacteremia, penetrating 
wounds of the head, meningitis or, most frequently, 
infection of paranasal sinuses or mastoids. Subdural 
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effusions that occur in the course of meningitis may 
contain inflammatory cells and yield positive bacterial 
cultures. These would be designated as empyema. 
Arnold has described localized inflammatory swell- 
ing over the anterior fontanelle that may prove a 
pathognomonic sign of purulent effusions. 


Contraindications, Limitations and Dangers 


There are no real contraindications to subdural 
puncture. No mortalities from the procedure have 
been reported. On the contrary, Ingraham and Matson 
have records of hundreds of dural punctures without 
afatality or complication. This they ascribe to scrupu- 
lous sterile technique, and to withdrawing no more 
that 10 to 15 ml. of fluid at one time. 

Bleeding tendency and scalp infection are relative 
contraindications. The presence of head wounds or 
skull fracture should give one pause. Impending ven- 
triculography or craniotomy may obviate the procedure. 

Subdural puncture is limited to those infants with 
open cranial sutures. Some individuals’ cranial sutures 
do not close until 2 years of age. More usually they are 
closed by 6 to 8 months. Increased intracranial pressure 


METHOD 2 


may spread sutures until late in childhood, but by and 
large, subdural puncture is a procedure suitable only 
for infants. The diagnosis of subdural collections in 
older age groups demands intervention by the neuro- 
surgeon. 

One cannot explore the entire subdural space with 
the tip of a short needle inserted through the coronal 
suture. However, experience has shown that the great 
majority of dural fluid collections, even those loculated 
in neomembranes, lie over the frontotemporoparietal 
region (Figure 2). The occipital regions are seldom 
involved, and therefore investigation through the lam- 
doidal suture is not indicated. 

Though the procedure is quite safe, certain hazards 
do exist. It is possible to introduce infection into a 
sterile hematoma or to spread infection from an em- 
pyema. Removal of too much fluid at one time may 
produce shock, or cause a shift in cranial contents, 
forcing the brain against the free margins of the falx 
cerebri or tentorium. It is possible to lacerate the brain 
surface or rupture pial vessels with the needle. The 
middle meningeal artery avoids the coronal suture and 
there is virtually no risk of damaging it. If aspiration is 
employed (and this is neither necessary nor recom- 


METHOD 3 


Figure 4. Equipment used in three different techniques for subdural 
puncture. MeTHop 1. A. Syringe-mounted Yj, inch long, $20 gauge 
short-beveled needle; B. Same needle as put up in autoclaved tube. 
Metuop 2. €. 14 inch long, #20 gauge subdural needle with its 
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stylet beside it; D. Same needle assembled for puncture. METHOD 3. 
E. 114, inches long, $20 gauge needle and mosquito hemostat; F. 
Hemostat clamped 14, inch from point of needle to act as depth 
gauge. 
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mended), cortical parenchyma can be sucked up into 
the syringe. Repeated tapping at the same site can 
produce a fistula that leaks cerebrospinal fluid. These 
risks are obviated through knowledge of them and 
adherence to the cardinal steps of the technique. 


Equipment 


The usual lumbar puncture tray provides all the 
equipment needed to accomplish subdural puncture. 
If it is desirable to set up a separate tray the following 
items should be included: 

2 #20 gauge subdural needles 
1 #25 gauge needle. 

1 2 ml. syringe 

2 glass test tubes with corks 
2 towels 

42x 2 gauze sponges 

The subdural needle referred to above is merely a 
#20 gauge lumbar puncture needle with stylet, re- 
duced in length to provide 4 -inch of needle beyond the 
hub, and ground with a short bevel (Figure 4). Because 
of its short shaft, this needle will not be inadvertently 
buried deep in the cortex. It is less likely to produce a 
laceration should the infant move his head. The authors 
have not found this needle described in articles on 
subdural puncture. 

Regular lumbar puncture needles are often used, 
though the shorter child’s spinal needle is easier to 
manage. An ordinary hollow needle without stylet can 
be used if nothing else is available. However this may 
cut a plug out of the tissues it penetrates. Some 
physicians use a mosquito hemostat clamped to the 
needle shaft 4 -inch proximal to its point as a means of 
controlling penetration. 

Rubber surgical gloves, a razor for shaving the head, 
skin preparation and local anesthetic agent complete 
the list of requirements. 


Technique of Subdural Puncture 


Subdural puncture is performed with the assistance 
of a nurse. She restrains the infant and holds the head, 
face up, on the edge of the examining table. Sedation 
is not indicated for the puncture and may be dangerous 
if the child is in a precarious condition. The infant 
may be allowed to suck a “sugar nipple” if this quiets 
him. 

The head is completely shaved and prepared as for 
craniotomy. Gloves are donned and the head is draped 
to expose the anterior fontanelle and coronal suture. 
The finger palpates the lateral corner of the diamond- 
shaped fontanelle and thence moves lateralward and 
anteriorly along the course of the coronal suture. At a 
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point approximately 144 inches from the midsagittal 
line, a wheal is made with the local anesthetic and the 
subcutaneous tissue infiltrated. The operator must 
stay away from the midline to avoid penetration of the 
sagittal sinus (Figures 1, 2 and 3). On the other hand, 
on going too far lateralward, the operator may en- 
counter larger scalp veins that bleed freely. ‘Te pro- 
cedure is repeated on the opposite side. The initial 
diagnostic tap should always be bilateral (Figure 2). 

Now the subdural needle is thrust quickly through 
the skin in the center of the anesthetic wheal. With the 
needle vertical to the skull, the point is advanced 
steadily with carefully controlled pressure until a 
sudden “give” announces that the dura has been pene- 
trated (Figure 3). (This is the same sensation of 
“thrusting through brown paper,” familiar to all who 
have done a spinal tap.) If the suture line does not lie 
directly beneath where the needle enters the skin, the 
point can be “walked” over the skull surface until the 
suture is found. 

After removing the stylet, any fluid produced is 
collected in a sterile test tube for examination. No more 
than 15 ml. should be removed. If there is no flow, the 
needle may be rotated one-half turn and withdrawn a 
fraction of an inch. After waiting one or two minutes, 
the needle is completely removed. A gauze sponge is 
pressed firmly against the puncture and fastened with 
adhesive tape. The procedure is then repeated on the 
opposite side using a fresh needle. 


Interpretation of Findings 


In the absence of subdural pathology, one will ob- 
tain a drop or two of clear, colorless or amber-colored 
fluid. If no more than 1 to 2 ml. of fluid is obtained after 
two minutes of waiting, with gentle rotation of the 
needle point, the examination is negative. No fluid re- 
turn at all is a frequent negative finding. 

When an acute subdural hematoma is explored, 
there will be a bloody return with xanthochromic 
supernatant fluid. Chronic hematomas yield more 
xanthochromic fluid and less blood. When the hema- 
toma is of very long standing (hygroma or hydroma), 
the fluid may be lighter in color with no recognizable 
blood except a bit incident to the procedure. This is 
easily distinguished from subarachnoid fluid by measur- 
ing the protein content which is always high (500 to 
1,500 mg. per cent is the range reported by Smith). 

Effusion fluid is predominantly xanthochromic, 
clear or cloudy fluid, though it, too, may be frankly 
hemorrhagic. Empyema fluid may resemble effusion 
or have the character of pus produced by the causative 
organism. 

It is worth mentioning that fresh blood encountered 
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as the needle is withdrawn originates from the scalp, 
and this is not to be misinterpreted as an abnormality. 
firm infiltration of the scalp at the puncture site with 
the local anesthetic agent will minimize such oozing. 
Leakage of subarachnoid fluid or blood from the punc- 
ture wound is also a normal phenomenon. 

The fluid collected is sent to the laboratory for 
smear and culture, cell count and total protein. Sub- 
arachnoid fluid collected by lumbar puncture im- 
mediately after subdural puncture will provide a guide 
with which to evaluate the subdural collection. 

In cases of subdural hematoma or bland effusions, 
a culture every third or fourth tap is sufficient. In 
efusion of meningitis, culture should be made each 
time a tap is performed, since the loculated fluid may 
contain viable organisms when the subarachnoid fluid 
is sterile. 

Naturally every specimen of empyema fluid should 
be smeared (for immediate bacteriologic evaluation) 


and cultured for later, but more definite bacteriologic 
diagnosis. 

White cell counts in hematomas and effusions are 
variable but may reach 200 to 300 per cu. mm. Red 
cell counts or hematocrits may be used to follow the 
progress of a lesion being repeatedly tapped, but add 
little other diagnostic information. Likewise the con- 
centration of protein in collections being repeatedly 
tapped will be observed to fall. 

Glucose concentrations measured in subdural fluid 
have exceeded those of subarachnoid fluid, ranging 
between 33 to 184 mg. Low values in the presence of 
multiplying organisms are to be expected. 


Illustrations courtesy of Armed Forces Institute of Pathology, 
Washington, D.C., and Medical Illustration Section, Madigan 
Army Hospital, Tacoma, Washington. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


THE PRESENTING SYMPTOM... 


Apoplexy in a Cardiac Patient 


Tue onset of hemiparesis or hemiplegia in any case 
first brings to mind the possibility of a cerebro- 
vascular accident—hemorrhage, thrombosis or em- 
bolism. Although the same general lines of thought 
apply in patients having evidence of cardiac disease, 
there are some other special considerations in cardiac 
patients. 

If the cardiac patient’s status is such that conges- 
tive heart failure has been prominent in the clinical 
picture before the onset of apoplexy, it is entirely 
possible that the stroke syndrome has resulted from 
cerebral softening due to thrombosis in the cerebral 
veins, rather than in the cerebral arteries. There 
would be no way for the doctor to establish this 
diagnosis with certainty. However, the physician 
would seem justified in adopting it as a tentative 
diagnosis in the hope that anticoagulant therapy 

+ might ameliorate the stroke syndrome or at least pre- 
vent its extension. 

For the apoplectic cardiac who does not have con- 
gestive heart failure, a prime diagnostic considera- 
tion would be cerebral arterial embolism. Here the 
physician’s chief interest would center on prevention 
of a repetition of the episode. That thought would 
apply especially in two circumstances—bacterial 
endocarditis and mitral stenosis. 


The combination of mitral stenosis and auricular 
fibrillation always portends the possibility of arterial 
embolism. When there has already been one embolic 
episode, there is strong obligation to suppose that 
another is imminent. Restoration of sinus rhythm 
by means of quinidine would therefore be in order. 
As a prelude to this therapeutic maneuver, some 
physicians prefer to use anticoagulant treatment for 
about a week, although the value of this technique 
has not been fully assayed. 

Cerebral arterial embolism related to bacterial 
endocarditis may impose extraordinary diagnostic 
difficulties because the manifestations of apoplexy so 
dominate the clinical picture. Indeed, in his pre- 
occupation with the patient’s stroke, the physician’s 
mind may fail entirely to register the possibility of 
endocarditis. The seriousness of such defection is 
quite evident. More important even than the pre- 
vention of another embolism is the matter of starting 
antibiotic therapy for what will otherwise be a fatal 
disease. 

In speaking on a favorite topic, physician-lec- 
turers are often heard to say, “The way to make a 
diagnosis of this disease is first to think of it.”” The 
only trouble is that they frequently neglect to tell 
their audience how to think of it—how to bring it to 
mind. In the relationship of bacterial endocarditis 
and cerebral apoplexy, the “how”’ is as simple as the 
following formula. 


think 
Stroke Cardiac Murmur —> Bacterial Endocarditis 
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Figure 1a (above). Total loss of functional erectile penis from slough 
following circumcision. b (below). Reconstruction with normal erec- 
tile and urinary function established. There was careful resection of 
scar, freeing and advancement of bulbar penis, using rotated direct 
scrotal flap at base and free split grafts over shaft of new penis. Free- 
ing, elongation and grafting of fresh new penis done twice. One scro- 
tal flap and two fistula closures. Patient and parents have made fine 
adjustment to the accident. Patient considers himself normal and 
does not want additional treatment. 


Deep or total loss of penile structures occuss from 
slough following circumcision, from gunsiiot 
wounds, from congenital and venereal lesions, 
Total peno-scrotal skin loss results from farm, 
industrial and military accidents and from slough 
following circumcision. These lesions require 
prompt operation to save life and to save the testes, 
Norma! penile function and complete 
rehabilitation may be attained, and spermatogenesis 
and normal offspring as much as nine years 


after operation have been proved. 


Surgical Reconstruction 
of the Penis 


JAMES BARRETT BROWN, M.D. 


AND MINOT P. FRYER, M.D. 


Plastic Surgery Service, Department of Surgery 
Washington University School of Medicine 
St. Louis, Missouri 
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ExTENSIVE Loss of substance of the penis may occur 
from slough following circumcision, from gunshot in- 
jury or from other accidents. There may be congenital 
absence of a recognizable penis, or a phallic structure 
may be mistaken for clitoris in severe hypospadias de- 
formity. 

A patient has been seen whose sex identity was mis- 
taken for 13 years, and in him, the proper male sex 
was finally established by surgical construction of a 
penis from the phallic structure and surrounding tis- 
sue. He then was able to make a remarkable switch of 
sex status and activities by his own effort, and he was 
subsequently married. 

One of the worst degrees of destruction of function 
followed slough resulting from injection of acid at the 
time of circumcision. Other losses, as from gunshot 
wounds, show marked retraction (or absence) and 
deformity and distortion of any remaining tissue, with 
no hope for normal erectile function. 


Methods of Repair 


In the extreme distortion and loss following slough 
from circumcision, the method of repair is to carefully 
dissect off all scar, leaving anything that might be 
erectile tissue and urethra. The bulbar part of the 
shaft is mobilized by gently freeing it from its position 
under the pubis and extending it on a catheter as far 


as possible. A direct scrotal flap is rotated around the 
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base at the abdominal junction, and a thick split graft 
is used for coverage of the new penis (Figure 1). 

This same method has been used following gunshot 
amputation, with satisfactory function restored. The 
retracted opening is encircled and the bulbar shaft is 
freed and gently drawn forward, and covered with a 
thick split graft. The grafting process, to gain added 
length, may have to be done in two or more stages to 
get all possible shaft available and covered. 

This dissection of the scar and freeing the bulbar 
part seems more normal than the idea of using a lined 
tube flap with a cartilage transplant in it as has been 
reported in foreign literature. Whereas a flap ap- 
pendage might appear more normal, since there is no 
erectile tissue in a flap or in cartilage, it does not seem 
that function could be the same as even a remnant of 
penis, with erectile tissue in it. The wishes of the pa- 
tient as to the method of reconstruction, however, 
must be taken into account in the decision. 

For deep partial loss a direct scrotal flap may suffice, 
as in the gunshot loss shown in Figure 2. These require 
extremely careful dissection to save all possible erectile 
tissue, because once these spaces are entered into, by 
accident or surgery, the erectile possibilities are lost in 
the resultant scar. 


Figure 2a (left) and b (center). Complete loss of erectile function 
following gunshot injury. Repaired by resection of scar with pres- 
ervation of all possible erectile tissue and use of direct pedicle scro- 
tal flap, because of deep loss. ¢ (right). Result with normal erectile 
function. Patient subsequently married. 
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An important note about circumcision inj:iries, as 
well as other injuries, is that in the glans especially, 
where the circumcision injury is most frequent, the 
surgeon should avoid sacrificing any tissue even though 
it may be ragged and cyanotic. There is a religious 
edict that such injuries should not be actually repaired 
other than to stop hemorrhage, and this seems to be 
proper, because the penis and especially the glans has 
great recovery powers. Areas that look as though they 
will surely undergo necrosis have been observed to 
regain normal circulation and normal final appearance, 
with a conservative regimen of hemostasis and bandag. 
ing without suturing. 

Other circumcision defects may be total loss of skin 
from-slough. These are cared for with cleanliness and 
free skin grafting when the sloughs are off. These 
occurrences are nearly all preventable and call attention 
to the seriousness of such an operation as a circum- 
cision. 

Complete avulsion of the skin of the penis and scrotum 
occurs in farm, industrial and military accidents, and 
there may be tearing back into the rectum and up over 
the abdomen. We have called this “the power take-off 
injury” as it usually results when the turning shaft of 
auxiliary power on a tractor engages the leg of an over- 
all and twists it up to the genital region. Here it en- 
gages the scrotal and penile skin and twists it off in one 
piece. 

Prompt operation can save life and save the testes. 
The testes are implanted just under the skin of the 
thighs and the penis is covered with a thick split-skin 
graft. Some prefer to use the denuded penile skin, but 
it does not seem to be as certain of growth (as a graft) 
as does a fresh split graft. When the penile skin has not 
been found then, naturally, with no alternative, the free 
graft has to be used. 

Pedicle flap restoration in losses of skin only is not 
recommended, even though this may be found advo- 
cated in drawings in some texts. Flaps are too cumber- 
some, thick and insensitive. 

There are four elements to be carried out in one of 
these complete avulsions; (1) closure of perineal de- 
fect; (2 and 3) implantation of both testes; and (4) 
grafting the penis (Figure 3). 

One patient has had known normal offspring nine 
years after implantation of the testes just under the skin 
of the thighs and grafting the penis, so that it is estab- 


Figure 3a (top) and b (center). Total avulsion of peno-scrotal skin 
in power take-off injury. Immediate evacuation and repair. Four 
procedures were carried out at one operation: (1) closure of perineum; 
(2 and 3) implantation of both testes just under skin of thighs; (4) 
split graft coverage of denuded penis. ¢ (lower left) and 4 (lower 
right). Normal function and comfort resulting from the operaton. 
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lished that this procedure does not lead necessarily to 


aly spermatic atrophy. Our consideration of the problem 
the § was helped by personal communication with the late 
ough Dr. Carl Moore who had found that the increased 
‘ious | temperature of the abdominal position of the testes 
‘ired | stopped spermatogenesis. We thought that the emer- 
oO be § gency of the denuded penis and testes, with the chance 
Shas § of loss of the testes, called for the most direct method 
they | of saving the testes and that a direct line for the cord 


to the testes implanted just under the skin of the 
thighs was the safest and surest method to use to in- 
sure saving them. Dr. Moore was in agreement with 
this. This has been confirmed by others, and recently 


Reconstructive surgery of the penis and scrotum has 
been required in 19 patients from the following causes: 
granuloma inguinale; gunshot wounds; slough follow- 
ing circumcision, including complete loss of erectile 
function ; extensive laceration from circumcision ; power 
take-off injuries with complete avulsion and loss of the 
entire peno-scrotal skin necessitating implantation of 
the testes beneath the skin of the thighs and grafting 
the penis; deep loss following operation for hypo- 
spadias; lack of recognition of penis from birth (wrong 
sex maintained 13 years) ; extensive slough of unknown 
origin. Burns, hypospadias and epispadias, mayhem 
and venereal disease deformity are other causes, but 


reported by Culp and Hoffman. 


these are not included in this series except as noted. 


Beryllium 
Case Registry 
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Tue Beryuiium Case Registry at the Massachusetts General Hospital in Boston was estab- 
lished in 1952 to correlate work exposures causing beryllium poisoning, to delineate its 
clinical character, to evaluate treatment and to increase knowledge of the prognosis of the dis- 
ease. The registry is supported by the Division of Biology and Medicine, Atomic Energy 
Commission. 

Through the registry’s data on beryllium poisoning, industrial plants and government 
agencies that wish to continue using certain beryllium compounds can learn of measures 
necessary to prevent the disease. To increase its usefulness, the registry seeks original chest 
x-rays and biopsy or autopsy material. By its study of accumulated knowledge of cases and by 
assaying tissue and body fluids for the presence of beryllium, the service has already done a 
great deal to assist physicians in diagnosing beryllium poisoning. Physicians and medical 
students are always welcome to study the registry’s data. 

Beryllium poisoning is of interest in itself and also because it mimics other granulomatous 
diseases such as tuberculosis and sarcoidosis. With the etiology of beryllium poisoning known 
it may be possible by clinical investigation and by animal experimentation to expand knowl- 
edge of the pathogenesis of a group of diseases difficult to classify and study. It is not yet 
known how low a level or how short a time of exposure can produce the chronic illness. 

There are 528 cases of beryllium poisoning in the registry; 225 are acute and 303 chronic. 
Cases are entered by number so that the physicians and patients are anonymous. Question- 
naires are used in obtaining both original and followup data. The registry may pay for copy- 
ing original records or for clerical help. Cases are followed annually, through the family phy- 
sician whenever possible. 

Because of the steps industry has taken to prevent exposure to toxic compounds, few if 
any cases of acute beryllium poisoning are expected to be reported in the future. Chronic 
beryllium disease, however, continues to appear because of the delay between the last ex- 
posure to the compound and the onset of illness. 

In the continuing search for new cases of beryllium poisoning or for cases not previously 
recognized as related to earlier exposure to beryllium, the registry seeks the interest and help 
of private physicians and public health officials. 

Beryllium has assumed industrial significance because of its expanding uses in the con- 
struction of nuclear reactors and its effects on the resilience of copper.—Harriet L. Harpy, 
M.D., associate physician in charge of the occupational medical clinic, Massachusetts General 
Hospital. From Public Health Reports, 72: 1066, 1957. 
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and Intertrigo 


JOHN S. 


STRAUSS, M.D. 


Department of Dermatology, Boston University School of Medicine 


Boston, Massachusetts. 


INTERDIGITAL TINEA PEDIS is one of the most common 
acute skin diseases, especially in warmer climates. It is 
often mismanaged and even aggravated by treatment. 
Mismanagement is due not only to self-medication, but 
also to indiscriminate labeling of every interdigital 
lesion as a “fungus infection.” The therapeutic re- 
gimes reported herein are based on extensive experi- 
ence, both clinical and experimental; the latter ob- 
tained during an experimental study of tinea pedis. 

No priority is claimed. Practically everything to be 
reported in this paper has been said before, but the 
purpose is to bring many widely scattered facts to- 
gether in a general concept of the treatment of in- 
terdigital plantar lesions. 


The Diagnosis of Interdigital Lesions 


Before treatment can be placed on a rational basis, 
the correct diagnosis must be made. All interdigital 
lesions are not fungus infections. Although it is not 
within the scope of this paper to give a complete 
differential diagnosis, the two common diseases that 
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The primary sign of an interdigital fungus infection is scaling, 
Most often, other areas—soles and nails—are infected as wvll. 
Laboratory confirmation of this diagnosis is frequently necessary. 
The primary sign of simple intertrigo is maceration. 

This nonmycotic lesion is best treated with rest, exposure and soaks. 
The fungus infections are more problematic—clinical cure may 
not be accompanied by mycologic cure. Specific antifungal therapy 
can cause contact dermatitis. Relapses may be due to reinfection 


from chronic foci in the soles or nails. 


The Treatment of Plantar Interdigital Fungus Infections 


should be considered are fungus infection and simple 
intertrigo. These two diseases account for the great 
majority of cases of interdiggtal disease, although other 
diseases such as contact dermatitis and dyshidrosis are 
also seen. 


SIGNS 


The primary sign of an interdigital fungus infection 
is scaling (Figure 1). This is present except under two 
conditions, namely: (1) in asymptomatic infections 
(where there are no clinical signs of infection) ; and 
(2) when maceration is so extensive as to mask the 
scaling completely. However, scaling is not the only 
helpful sign of infection. Our studies have shown that 
it is rare to find an isolated infection of one area of the 
foot, such as the interdigital spaces, the soles and the 
nails, without other areas being involved. If one area is 
positive, be it the soles, nails or interdigital spaces, in 
85 per cent of the cases, at least one of the other areas 
will be positive. Actually, in more than 50 per cent of 
the cases, both of the other areas will be positive. There- 
fore, there is truly an infection of the whole foot. 
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The signs of nail infection are subungual hyper- 
eratosis, friability, brownish discoloration and separa- 
tion of the nail along the lateral borders. All these 
changes, singly or as a group, may be seen also in the 
absence of fungus infections. The signs of sole in- 
volvement include fine scaling, unassociated with an 
ichthyotic tendency, with or without vesicles or their 
residual lesions, the dry, hard, keratotic buttons. In 
ppite of the above information, and even with extensive 
clinical experience, it is possible to be correct in the 
dinical diagnosis only in approximately 75 per cent of 
the cases. Therefore, laboratory confirmation of the 
diagnosis is necessary. Here, a careful KOH examina- 
tion is far superior to a culture. 

The primary sign of intertrigo in this area, as well as 
elsewhere on the body, is maceration (sodden, moist, 
white, dead-appearing skin) with erythema. Pure 
maceration, without scaling, and without signs of ring- 
worm involvement elsewhere on the foot, usually 
signifies plain intertrigo. Often intertrigo is associated 
with hyperhidrosis. 


Treatment of Nonmycotic Intertrigo 


If the diagnosis of intertrigo has been made, the 
treatment is essentially that of intertrigo elsewhere, 
and no active antifungal therapy is indicated. Since 
many of the fungicidal medications, especially the 
proprietary ones, may produce contact dermatitis, they 
are definitely contraindicated. The main therapeutic 
modalities are the following: 

Rest. In severe cases, bedrest is indicated. The more 
the feet are at rest, the quicker will be the response to 
therapy. It is possible that elevation of the feet, re- 
moving the element of stasis, may be a major factor. 

Exposure. The afflicted areas should be exposed to 
the drying effect of air. This can be done by keeping the 
toes spread apart at rest, using interdigital pads be- 
tween the toes or by wearing ventilated shoes and 
sandals. Nylon socks and rubber soled shoes, both of 
which diminish evaporation, are contraindicated. 

Soaks. Frequent compresses of short duration (5 to 
10 minutes) so as to prevent additional maceration 
should be used to remove accumulated debris. No 
active medication is needed in the solution unless the 
patient will not accept plain water as a soaking solu- 
tion. In this case any mild material can be added in a 
weak concentration (for example, 1:60 Burow’s solu- 
tion). Irritants should be avoided. 

Medication. No medication is indicated. An inert 


Figure 1. Four examples of interdigital ringworm. Scaling, with 
or without maceration is present in each case. Soft corns, such as 
that shown in bottom illustration, frequently contain fungi. 
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Mycologic cure rate 
(per cent) 


I, Wer Dressincs anp Parnts 


a) Formalin soaks 32 
b) Burow’s solution soaks 10 
c) Castellani’s paint 33 


Il. Powpers 
a) Nonmedicated powder 9 
b) Medicated powder (Desenex) 58 

II. OtntmMents 
a) Nonmedicated ointment ke 
b) Whitfield’s ointment 60 as 
c) Medicated ointment (Desenex) 50 ‘a 


powder may be used to absorb the extra fluid, but care 
is necessary to prevent the caking of the powder in 
between the toes. This can be overcome by frequent 
soaks as above. Systemic antibiotic therapy is indicated 
only if a secondary bacterial infection, such as a 
cellulitis, is present. 


Treatment of Interdigital Fungus Infections 


It is possible to consider two end-points of therapy, 
namely, the clinical cure and the mycologic cure. The 
latter depends on the KOH examination. The use of 
Castellani’s paint has given us our highest rate of 
clinical cure; nevertheless, it is relatively ineffective in 
promoting a mycologic cure. 

Various therapeutic modalities were subjected to 
experimental study in adult male prisoners, a group in 
which we could be sure that the prescribed regimes 
were followed. After control KOH examination was 
completed, two-week therapeutic trials were given, 
followed by re-examination, both clinicaland mycologic. 
While an experiment of this short duration does not 
give true figures for cure rates, it at least establishes 
the relative activity of the agents. The results are 
summarized in Table 1. Several points need to be 
emphasized. 

1. While wet dressings and paints are effective in 
inducing clinical remissions, they are not highly effec- 
tive in reducing the incidence of positive KOH ex- 
aminations. 

2. The use of medicated powder and ointment gives 
essentially similar results. Contrary to popular opinion, 
we have found that unless maceration is marked, the 
ointment can be used in this area without exacerbating 
the lesions or causing increased maceration. 

3. Whitfield’s ointment stands up favorably with the 
agents containing specific fungicides. However, Whit- 
field’s ointment often causes a contact dermatitis of 
the primary irritant type. 
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4. The medicated agents, as well as Wiiitfield’s 
ointment, are far superior to control ointments and 
powders. 

Basically, there are three sets of conditions that may 
prevail prior to therapy. These are asymptomatic in- 
fections; scaling lesions, with or without slight macera- 
tion; and heavily macerated lesions. Therapy depends 


upon the prevailing findings. 
ASYMPTOMATIC INFECTIONS 


Treatment is prophylactic to prevent active lesions, 
The use of a medicated powder or ointment suffices, 


Sca.inG LESIONS 


Castellani’s paint produces a high percentage of 
clinical cures. However, relapses will follow the cessa- 
tion of therapy because the mycologic cure rate is not 
high. It is better to use a medicated ointment or 
powder, applied two to three times daily. 


MACERATED LESIONS 


Treatment here is divided into two sections. First, 
the maceration must be controlled in much the same 
manner as already described (rest, exposure and soaks). 
When cellulitis is present, appropriate antibiotic 
therapy must be given. 

When the maceration has been controlled, specific 
antifungal therapy should be used as above. It should 
be remembered that damaged skin is more easily im- 
tated by drugs. If the lesions are exacerbated by specific 
antifungal therapy, contact dermatitis must be con- 
sidered. In this case, the lesions should improve after 
therapy is discontinued. 


RELAPSES 


In spite of conscientious therapy, relapses are com- 
mon. Even with the best agents, it is difficult to eradi- 
cate the fungi. Furthermore, the disease is not isolated 
to one area of the foot, and reinfection is common from 
these other sites of infection. This has been shown 
experimentally. Moreover, at present there is no effec- 
tive way of eradicating chronic infection of the soles or 
infections of the nail. These “endogenous” sources are 
the major source of reinfection. Exogenous sources are 
of minor importance. 


The experimental studies discussed here were carried on while the 
author was a member of the Department of Dermatology at the 
University of Pennsylvania, under the chairmanship of Donald M. 
Pillsbury, M.D. 


The Desenex preparation used in these studies was supplied at mo 
cost by Malthie Laboratories Division of Wallace & Tiernan, In. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Tue story presented here is neither unusual nor as- 
tounding. Indeed, it derives its importance from the 
fact that it is commonplace. Its claim to attention is 
that it represents one aspect of the attack on the third 
greatest killer in the United States today—that amor- 
phous, bewildering group of diseases known in the 
aggregate as “‘stroke.”” 

Wright and Luckey, in a book published only last 
year, estimated that there are 170,000 deaths annually 
in this country from vascular diseases of the nervous 
system. Not only is the mortality rate arresting, but the 
disablement of tens of thousands more is an appalling 
consideration. Furthermore the problem is increasing 
as the numbers of those in the susceptible age group is 
increasing. 

Under the circumstances, it is more important than 
ever that physicians should be alert to the fact that all 
“strokes” are not the result of untreatable cerebral 
vascular disorders. Some of them turn out to be other 
lesions altogether. 


Subdural Hematoma 


P. G., a 58-year-old business man and part-time 
preacher was known to have hypertension and had 
been warned that he would have a stroke if he did not 
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All “strokes” (sudden hemiplegia, perhaps with known 
hypertension) are not the result of untreatable 
cerebral vascular accidents—thrombosis or embolism. 
They may turn out to be another disease altogether— 
for example, chronic subdural hematoma, brain abscess, 
tumor, aneurysm or operable brain hemorrhage. 

There are many signs that should alert our suspicions 
and provoke a diligent search for a space-taking lesion. 
Cerebral arteriography plays an important role 

in the differential diagnosis of strokes. 


The Differential Diagnosis of “Strokes” 


WILLIAM R. CHAMBERS, M.D. 
Atlanta, Georgia 


take things easier. One day he suddenly fell uncon- 
scious from the pulpit. At the local hospital he re- 
mained unresponsive for two days. He then began to 
rouse occasionally, and improved to the point where 
he recognized his family and could get to the bathroom 
unassisted. One week later he again became unrespon- 
sive. His physician called to say that he was sorry to 
send a man for consultation when the diagnosis was so 
obviously cerebral hemorrhage, but that the family de- 
manded another opinion. 

For two years before his collapse, the patient had 
complained of severe occipital headaches, which had 
been attributed to his hypertension. Shortly before 
his seizure, the pain changed position, coming now 
from behind the right eye. 

On arrival at the hospital, he was moribund and 
unresponsive to all but the most painful stimuli. There 
was Cheyne-Stokes respiration. The blood pressure 
was 128/84, the temperature 97°, the pulse 60. The 
pupils were equal. The fundi showed some blurring 
of the disk edges, but no measurable papilledema. 
Muscle strength could not be tested. The deep tendon 
reflexes were all depressed, but essentially equal. There 
were no abnormal reflexes. The results of routine 
laboratory studies were not remarkable. A spinal tap 
was not done, because it was believed that there was 
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Figure 1. Frontal view of carotid arteriogram in patient P.G. The 
middle cerebral vessels are drawn in. The arrow indicates the direc- 
tion in which they are compressed downward by a space-taking lesion. 


Figure 2. Lateral view of carotid arteriogram in patient P.G. In 
this view, the anterior cerebral artery and its branches are noted to 
be pushed backward from the front of the skull, as indicated by the 
arrow. The space behind the frontal bone was found to be occupied by 
a solid subdural clot. 
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an increase in intracranial pressure. Skull fils were 
negative. 

The patient was given intravenous fluids anc by next 
morning was improved to the point of answering sim- 
ple questions. He was still very slow mentully and 
disoriented. At this time, moderate weakness of the 
left arm and leg were noted, although there was little 
inequality in the reflexes, and Hoffman and Babinski 
signs were not present. 

In view of the improvement of the patient, a carotid 

_angiogram was immediately undertaken (Figure 1), 
The middle cerebral vessels on the right were com- 
pressed downward and “bunched-up.” As shown in 
Figure 2, the anterior cerebral and its branches were 
pushed backward from the front of the skull, and there 
was a relatively empty space immediately behind the 
frontal bone. 

On this evidence of a space-taking lesion in the 
right frontotemporal area, a right frontotemporal 
craniotomy was done. On opening the dura, a 200-ce, 
solid subdural clot was found, largely confined to the 
far frontal area. It was removed, and the patient made 
an uneventful recovery, except for one episode. About 
one month after his operation, and after he had re- 
turned home, he developed an unexplained thrombo- 
phlebitis of his right leg and a pulmonary embolus. 
He recovered from this, and has continued active and 
well. His blood pressure has remained between 140 
and 160 systolic, and has not returned to the hyper- 
tensive levels present before the discovery of his sub- 
dural hematoma. 

Another neurosurgeon once told his hospital staff, 
“Show me your ‘strokes’, and I will show you plenty of 
brain tumors.” Now I will not pretend that any large 
number of strokes are due to intracranial space-taking 
lesions. However, the problem of so-called “strokes” 
is sufficiently big so that any small percentage amounts 
to a good many cases. 

Whenever any problem becomes of this size, it is 
best solved by splitting it up into smaller problems, 
and solving the easier ones first. Certainly subdural 
hematoma is one of the smaller problems that can often 
be simply and satisfactorily solved. If kept in mind and 
diligently searched for, its aggregate will be consider- 
able. Sheldon, in a four-year survey, found a number of 
what he called ‘subtle subdural hematomas” resem- 
bling “stroke” in which there was no increase of spinal 
fluid pressure or protein. VerBrugghen found chronic 
subdural hematoma common in persons over 60 years 
of age. My own experience would indicate that it can 
so closely simulate cerebral thrombosis that it should 
always be thought of whenever a patient in an ad- 
vanced age group suffers a central nervous system 
calamity. The following two cases reinforce that thought. 
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A woman in her 60’s, a known hypertensive, was 
under undue strain in caring for her husband, who was 
in the hospital with coronary thrombosis. When she 
called on his doctor to inquire about his condition, she 
yawned uncontrollably and seemed very drowsy and 
complained of headache. Thinking she was “‘dead for 
sleep,” he gave her a quantity of sleeping capsules and 
instructed her to take two at bedtime. Next morning 
when the neighbors called to say that she had not 
awakened, he thought that she was just “sleeping it 
off,” but when afternoon arrived and she was still un- 
conscious, with stertorous respiration, he called for 
neurosurgical consultation. He was convinced that the 
lady had had a stroke, especially as she was now found 
to have left hemiplegia. A carotid arteriogram revealed 
a large subdural hematoma. It was evacuated, and the 
patient promptly recovered. 

Another patient, a 72-year-old woman, was brought 
into the hospital following a convulsion. For two 
months she had been under medical care for mental 
depression and intermittent headaches, thought to be 
due to fancied neglect of her by her family. Careful in- 
quiry brought out the fact that she had had a slight in- 
jury to the head two months before. Examination re- 
vealed aphasia and right hemiplegia, with increased 
deep tendon reflexes and a positive Babinski on the 
affected side. A convulsion and hemiplegia in a 72- 
year-old patient would surely suggest cerebral throm- 
bosis. However, an angiogram led to the diagnosis of 
an enormous subdural hematoma (Figure 3). 


Brain Abscess 


Brain abscess is another curable lesion that is some- 
times mistaken for apoplexy. Its onset may be quite 
acute, and without obvious sign of infection, as demon- 
strated in the following case: 

A 27-year-old white man was admitted to the hospi- 
tal because of a major convulsion, beginning on the left 
side of the body. He had never had a convulsion before, 
but had been known to have polycythemia secondary 
to congenital heart disease. There had always been a 
loud, blowing, systolic murmur over the precordium, 
clubbing of the fingers and slight cyanosis. The pa- 
tient complained of severe right-sided headache and a 
left hemiparesis. The paresis began to improve several 
hours after the convulsion, but the deep tendon re- 
flexes on the left were depressed, and there was a hi- 
lateral Babinski. The pupils were equal and reacted 
to light. There was some blurring of the disk edges 
bilaterally, but no measurable papilledema. The blood 
pressure was within normal limits, the pulse 100, the 
respirations 20 and the temperature 101.5°. The spinal 
fluid was normal except for an increase in protein. 
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Figure 3. Carotid arteriogram in a 72-year-old woman with hemi- 
plegia following a convulsion. The enormous subdural hematoma 
disclosed by this procedure is outlined in ink for greater clarity. 


Air study was proposed. This was declined by the 
attending physician on the basis that the transitory 
paralysis represented a small cerebral thrombosis con- 
sequent to the polycythemia. It was pointed out in 
support of this view that the spinal fluid contained no 
cells, and the sugar was normal. The patient was dis- 
charged to his home where he had a second convulsion 
and suddenly died. Autopsy revealed an arteriovenous 


fistula of the lung and a large brain abscess. 


Brain Tumor 


Brain tumor can simulate cerebral hemorrhage or 
thrombosis, either because of sudden bleeding into the 
tumor, or because of invasion and occlusion of a major 
blood vessel. We have been taught to think of brain 
tumor as causing a persistently progressive neurologic 
deficit, accompanied by signs of increased intracranial 
pressure, such as papilledema, vomiting, stupor and 
high spinal fluid pressure. In the older age group, this 
is far from the rule. Fager in his article, “Acute Epi- 
sodes in Intracranial Tumors,” says that “signs and 
symptoms of increased intracranial pressure simply do 
not occur until very late in the course.” VerBrugghen 
says, “In advancing years the brain may not fill the 
cranial cavity as fully as it does in younger persons. It 
is (therefore) fairly common to find a tumor in the ab- 
sence of increased intracranial pressure.” He describes 
the case of a 61-year-old doctor who had a concussion 
in 1948, and thereafter began to suffer from a gradually 
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Figure 4. Carotid arteriogram of the 57-year-old man described in 
the text with loss of consciousness and convulsions. The arrow indi- 
cates the vascular distortion caused by a mass arising in the region of 
the cribriform plate. 


increasing confusion. By 1950 most of his responsibil- 
ities had been shifted to his wife. He would wander 
around at night. He was regarded as an arteriosclerotic 
by those physicians who saw him. Finally in 1952, or 
four years after the onset of his illness, skull films were 
made for the first time. They showed an area of calcifi- 
cation in the right parietal region, and a shift of the 
pineal to the left. 

Examination showed a left homonymous hemianopsia 
and slight blurring of the optic disks. There was a 
slight facial weakness and the speech reflected mental 
confusion. An arteriogram revealed a tumor, and a 
large meningioma was removed, and the doctor re- 
turned to his practice. 

Distinct periods of difficulty, separated by many 
years of comparative quiescence, may occur with be- 
nign brain tumors. In fact, many years ago, Dandy 
warned of being misied by a remission of symptoms. 
Furthermore, contrary to the opinion of many, benign 
tumors are not rare in older people. According to a re- 
cent survey, they constitute 40 per cent of the total. 

A case showing a long time interval between the 
first symptoms and their reappearance years later is 
the following: 

A 57-year-old white man, shortly after awakening in 
the morning, lost consciousness and was reported to 
have had three convulsions. When he again became 
conscious, there was no paralysis or weakness. About 
six years previously, he had had a series of convulsions 
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that were said to have been due to “spinal meningitis,” 
He recovered very satisfactorily, but had residual 
headaches, paresthesias of the left hand and leg, and 
poor memory. These complaints did not keep him from 
working. He had recently lost six pounds and had 
been having nocturia. 

One week after the attack, the patient was oriented 
and cooperative. He showed slight unsteadiness on 
heel to toe walking. The visual acuity was 20/200 on 
the right and 20/50 on the left. Because of a cataract 
on the right, the visual fields could be tested only in 
the left eye, where a small but definite cut was present 
in the left upper temporal field. Except for a slight 
inequality of the pupils, the cranial nerves appeared 
intact. There was a corneal arcus senilis in both eyes. 
Funduscopic examination showed evidence of arterio- 
sclerosis but no papilledema. There was a suggestion 
of weakness of the left upper extremity. The reflexes 
were slightly more active in the left arm. There were 
no abnormal reflexes. The blood pressure was 120/80, 
pulse 90 and respirations 20. The spinal fluid pressure 
was within normal limits. The protein was 168 mg. 
per 100 ml. 

X-ray of the skull showed some destruction of the 
cribriform plate. A carotid angiogram indicated a mass 
arising from the region of the cribriform plate (Figure 
4). Operation revealed a large olfactory groove menin- 
gioma. The patient is recovering and has already re- 
turned home. 

This case confirms the validity of the advice of Fager: 
**The occurrence of symptoms suggesting acute cere- 
bral disorders in patients harboring brain tumors is 
responsible for perhaps the greatest source of error in 
their rapid detection and diagnosis. All too frequently 
the abrupt or apparently rapid onset of a neurologic 
syndrome classifies it as a ‘stroke’, and the remission of 
the signs and symptoms appears to confirm the diag- 
nosis.”” Especially is this true if, in the interim, as in 
this case, papilledema has not developed. 


Cerebral Arterial Aneurysm 


A 52-year-old man in perfect health developed, over 
a period of a few days, headaches, drowsiness, aphasia 
and a seemingly mild depression. There were no prom- 
inent neurologic signs, and at first, a diagnosis of hys- 
teria was entertained, and then stroke. There was no 
stiff neck, the spinal fluid was clear and its pressure 
was only 200 mm. of water. His doctor, however, re- 
commended neurologic consultation, and an angio- 
gram revealed an aneurysm of the left middle cerebral 
artery (Figure 5). This had bled into the left temporal 
lobe. A large intracerebral clot was removed, and the 
aneurysm clipped off at the base without interrupting 
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the middle cerebral circulation. The patient has re- 
turned to work. 


Operable Brain Hemorrhage 


True brain hemorrhage, or intracerebral hematoma, 
js not so common as thrombosis but is far more fatal. 
Some have declared untreated frank hemorrhage into 
the brain to be fatal in all cases. Bakody declares that 
“surgical evacuation of intracerebral hematomas in 
selected cases of cerebral hemorrhage is the treatment 
of choice.”” Murphy advises that “‘neurosurgical evacu- 
ation of the intracerebral clot is the only measure 
which affords direct and effective control of hemor- 
thage and the increasing intracranial pressure.” He 
estimates operative mortality at from 12 to 28 per cent 
which, though high, is a real improvement over the 
results of nonsurgical treatment. 

Sometimes a hemorrhage acts in the same manner 
asa tumor. It is a foreign mass and causes destruction 
and distortion of the brain and increased intracranial 
pressure. The more a hemorrhage resembles an oper- 
able brain tumor, the more reason for removing it. Like 
tumor, it is unfavorable if it extends into the brain 
stem, more favorable if it lies in an accessible location, 
particularly one of the “silent” areas. Operation is 
more likely to succeed if the patient has survived the 
original insult, and after an interval, progression of 
signs indicates increasing intracranial pressure. Some 
patients can evidently be brought back from the brink 
of death, as shown in the following case. 

A 47-year-old hypertensive was seen because of 
dramatic onset of coma and right hemiparesis. She was 
considered moribund, was somewhat cyanotic and her 
respirations stertorous. 

Angiography showed a mass in the frontal area, from 
which a large, well-demarcated, sausage-shaped clot, 
approximately 2 cm. by 7 cm., and extending back- 
ward underneath the motor strip, was removed. She 
had a stormy postoperative course but recovered with 
no residual paralysis and no mental deficit. 


Importance of Arteriography 


Subdural hematoma, abscess, brain tumor, aneurysm 
and operable brain hemorrhage individually do not 
constitute a staggering percentage of the stroke prob- 
lem, but taken together, diagnosed and zealously 
treated, the sum may make a real dent in the mortality 
figures. My point is, when diagnosing “stroke,” why 
not think of the curable possibilities first? Arteri- 
ography, while entailing some risk, is important when 
dealing with the third-ranking killer in the United 
States. In England, according to the Lancet, carotid 
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Figure 5. Carotid arteriogram in the 52-year-old man described in 
the text with the diagnosis, first, of hysteria, then of stroke. Dye fills 
an aneurysm of the middle cerebral artery. 


angiograms are now being done as an out-patient pro- 
cedure! 

In my own series of more than 400 arteriograms in 
eight years of neurosurgical practice, only three acci- 
dents of any remarkable importance have occurred. I 
have not excluded patients because of age. In more in- 
stances than not, patients have improved after arteri- 
ogram, promptly, patently and permanently. 

For example, Mrs. K., a 73-year-old white woman, 
gradually developed mental confusion over a three-day 
period. She progressed to stupor, so that she had to 
be fed. Examination showed weakness of the left side 
of the face and bilateral Babinski. There was no papil- 
Iedema, but the spinal fluid pressure was 235 mm. of 
water and the fluid was xanthochromic. Carotid angi- 
ogram was undertaken without anesthesia since she 
was so unresponsive. Citrate solution, 2.5 per cent, is 
always used in my technique, before and after the 
radiopaque solution, to lessen the possibility of throm- 
bosis. Immediately after the injection of the citrate so- 
lution, the patient became very alert, so that it was 
difficult to complete the test. She continued to im- 
prove, her neurologic signs disappeared, and she was 
discharged from the hospital. 

The safety of angiography depends on the skill of the 
operator and the observance of a few common sense 
rules. Unskillful, repeated punctures of the artery, 
with dull needles, invite trouble. VerBrugghen calls for 
the use of not more than 20 cc. of 35 per cent Diodrast 
per side. Certainly, the quantity of radiopaque material 
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should be held to a minimum. Prolonged procedures 
should also be avoided; both the x-ray and the oper- 
ating team should cooperate to shorten the time re- 
quired to get the pictures. 

The blood pressure should not be allowed to fall 
during or for some time after the procedure. Corday, 
Rothenberg and Putnam have shown the importance 
of hypotension as an initiating factor in neurologic 
deficit. 

Careful intravenous testing for sensitivity to the 
drug is performed beforehand. Benadryl is administered 
to prevent allergic reaction. General anesthesia is al- 
most invariably used. Citrate solution is injected be- 
fore and after each injection of the radiopaque dye, to 
prevent thrombosis. 


Review of Suspicious Findings 


In reviewing the literature, one notes an increasing 
opinion that if there is the slightest doubt that the 
“stroke” patient is not suffering from a simple throm- 
bosis or embolism, full procedures should be under- 
taken. What, then, should alert our suspicions? As 
already pointed out, sudden onset, normal cerebro- 
spinal fluid pressure and absence of papilledema do 
not constitute reliable criteria for a diagnosis of throm- 


bosis. According to Pomme, in patients over 50, eye 
signs are absent in about one-half of the cases of jn. 
tracranial hypertension. However, there are sune con- 
siderations that may help. If the pineal is shifted on 
skull films, a space-taking lesion is almost surely 
present. Papilledema, present at the time of the 
“stroke,” betokens a pre-existing mass, as papilledema 
due to the attack does not come on for at least four 
hours. 

As Fager has pointed out, “If minor or transient 
incidents have occurred for several months, possibly 
a vague or subtle change in personality, numbness, 
or weakness of an extremity, mild headache, and of 
course, ‘focal signs’, a space-taking mass is to be 
suspected.” If the patient, following the attack, has a 
remission, and then very shortly a relapse, the diag- 
nosis must favor an intracranial tumor, since relapse 
in thrombosis usually occurs not at all or only after 
months or years. And, it might be added, if the spinal 
fluid pressure is above 180, or the protein abnormally 
high, or the fluid xanthochromic, the patient might 
have a thrombosis or embolus rather than a tumor, 
but the burden of proof is on the shoulders of him 
who says he has. In addition, if the patient has a 
chronic headache that has changed character, location 
or severity before the attack, be on guard! 


Doctors’ Hobbies 


TuE various ways in which doctors spend their leisure time was recently revealed in the 


Doctors’ Hobbies Exhibition held in London under the auspices of Benger Laboratories, 
Limited. More than 1,000 entries were received, and these were divided into 17 classes; 
painting, photography, woodwork, modeling, authorship, natural history and collecting 
were all well represented, and many of the exhibits were of the highest order. 

One of the winning exhibits was a Newtonian Astronomical Telescope, weighing more than 
560 pounds, that had been made by a Scottish general practitioner. The concave lens was 
ground by the doctor himself, and the cogs of the mechanism were fashioned out of a lathe 
base and bakery-mixing machines. Other examples of handiwork among the list of prize- 
winning entries included such diverse subjects as a magnificent altar frontal embroidered 
with petit-point needlework and an altar cushion to match, a tape-recording machine made 
by a pathologist and an exhibit of metalwork by an orthopedic surgeon. Interesting col- 
lectors’ pieces included a case of wine labels of the eighteenth and nineteenth centuries, @ 
collection of sporting scarf pins of the eighteenth century and a magnificently carved Chinese 
trunk. But the most remarkable entry was the pair of violins that won the premier award. 
They were made by a general practitioner who had tried to become a good violinist, but was 
handicapped when a childhood burn put his right index finger out of action. Instead, he 
decided to build violins. The two shown were copied from a Stradivarius model of 1721, and 
each took a year to build. The varnish was of the doctor’s own making; one instrument had 
18 coats and the other 20. One of the violins has been played by Yehudi Menuhin. 

The diversity of talent not only revealed how differently doctors spend their leisure hours 
but also demonstrated how many crafts lost really first-rate exponents when the exhibitors 


turned first to medicine.—Joun Lister, M.D., New England J. Med., 258:236, 1958. 
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The Clinical Significance 
of the Anniversary Reaction 


EDWARD WEISS, M.D. 


Department of Medicine 
Temple University School of Medicine 
Philadelphia, Pennsylvania 


ILLNESS OF EMOTIONAL ORIGIN often seems to occur on 
the anniversary of a significant event in the life of the 
patient. This is usually the death of a key figure with 
whom the patient has established a complex identifi- 
cation in which hostility is usually noted. The patient 
is often completely unaware of the circumstances. 
Only when his attention is called to the fact does he 
recall the anniversary or the tension associated with 
it. This phenomenon is called the anniversary reac- 
tion. Closely related are illnesses that begin in connec- 
tion with birthdays and holidays. It is not difficult to 
obtain this information if one is aware of the associa- 
tion and makes a habit of including important dates in 
taking the history. 


Manifestations of the Anniversary Reaction 


My attention was first called to this phenomenon a 
number of years ago when a 36-year-old man with the 
irritable colon syndrome complained of “trouble with 
my insides; something isn’t working right.” 

He had had fatigue and loose stools for years and 
also complained of poor sleep, dizziness and poor 
appetite. There was a questionable history of duodenal 
ulcer four or five years before. The patient had had 
“bilious attacks” as a youngster. His father also had 
had stomach trouble that “was not properly diag- 
nosed.” He died following an operation for appendi- 
citis when the patient was 17. 

The patient was an only child and since the death 
of his father he had helped to support his mother. She 
had objected to his marriage, and although he con- 
tinued to support ker, he had not seen much of her. 
She became ill in 1946, was operated upon in June, 
then died within a few months of metastatic cancer 
originating in the colon. : 

The patient was bothered by the thought that now 
that he had a happy home, his mother was unable to 
jo him. He had not seen enough of her or done 
enough for her. He had a flare-up of his difficulties and 
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was convinced “that there is something organically 
wrong.” A thorough survey, including a gastro- 
intestinal x-ray series was done, and he was reassured 
that there was no evidence of organic disease. 

Thereafter, he remained well until June, 1950 when 
he had another attack of abdominal pain and diarrhea 
lasting a few weeks. He attributed this to hard work, 
long hours and irregular meals. But this illness cor- 
responded to the anniversary of his mother’s operation 
and final illness. It was quite obvious that this had 
stimulated the former guilty feelings in regard to her. 
Rehearsing this material led to improvement and he 
has remained well since. 

It is not only in regard to so-called functional ill- 
ness that the anniversary reaction manifests itself, but 
throughout the whole realm of physical and mental 
disease. 


ANOTHER EXAMPLE 


A 49-year-old man was first seen in December, 
1954. He complained of tension, weakness, inability 
to concentrate, blurred vision and a feeling that his 
arms and legs were “like lead.” The symptoms had 
begun in August, 1954 with headaches. He had similar 
trouble seven years previously, when hypertension was 
discovered. He was treated and within a few months 
felt better and had paid no further attention to his 
blood pressure. 

The patient had insomnia. He felt worse in the 
morning, improved slightly toward evening and was 
unable to work. He remained passively at home, over- 
concerned that he was disturbing his wife and family; 
in short, the picture of depression. 

On physical examination the blood pressure was 
220/130, and there was slight enlargement of the left 
ventricle. The eye-grounds showed attenuation and 
mild sclerosis of the retinal arterioles. Urinalysis was 
negative and kidney function was good. 

Attention was taken away from his blood pressure; 
he was reassured about his heart, and he was told that 
he suffered from an illness of emotional origin. It be- 
came clear that the illness of seven years before had 
also been a mild depression that had been attributed 
to high blood pressure. He blamed the present illness 
on difficulties at work and was much concerned about 
financial security (although there was no real threat). 
Hewas angry at his wife for her “casual attitude” toward 
his financial problems and felt as though he were on a 
“treadmill.” During the summer of 1954 he had be- 
come more and more tense, and in August, headache 
was pronounced. Then came the diagnostic study and 
treatment for hypertension? 

When queried about his life situation in July, 1954, 
he said, “July is always an eventful month for us.” 
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In July he had married, had a birthday, his daughter 
was born and several family deaths had occurred, in- 
cluding that of his father. Each summer he congratu- 
lated himself when he got through July without an 
unpleasant incident. 

The father, ‘‘a benevolent tyrant,” had died of 
coronary occlusion at the age of 50. It seemed clear 
that as the patient approached the age at which his 
father died, he became concerned about death from 
heart disease. The diagnosis of hypertension, and 
preoccupation with the idea of heart disease had been 
the trigger to precipitate depression. These symptoms 
were attributed to the hypertension. 

As we rehearsed this “anniversary reaction” and 
then discussed the background factors relating to his 
job and family situation, the depression lifted. Symp- 
toms disappeared. The blood pressure remained the 
same. In other words, the symptoms were unrelated 
to the hypertension, and therefore could not be in- 
fluenced by blood pressure-reducing drugs. They 
could only be dealt with by understanding their 
psychologic origin and treating the patient along 
emotional lines. 


Death of a Parent 


Anniversary reactions are common in men whose 
fathers die while they are in their teens. The father 
has been a tyrannical person, or regarded as such by 
the son who has mixed feelings of respect and devotion 
but also of fear and hostility. As he approaches the age 
at which his father died, the patient is burdened by 
feelings that because of his evil thoughts or bad be- 
havior he had hastened his father’s death. He begins 
to believe that he too will die at the same age and of the 
same disease. This concern often leads to illness. 

Very often one encounters this same reaction in 
women of menopausal age who feel guilt in relation to 
the death of the mother. Perhaps the mother had been a 
sick and complaining person for whom the patient had 
made many sacrifices, but not without resentment at the 
necessity for doing so. It is not unusual for such a pa- 
tient to say, “I don’t want to be like my mother. She 
was a neurotic, always sick and complaining and I 
made up my mind that I would never be like her.” 
But, unconsciously, the patient repeats the pattern of 
the mother’s life. She makes the same kind of a marriage, 
goes through similar experiences with her own chil- 
dren and then after the mother’s death becomes anxious 
and depressed. She presents symptoms similar to those 
that the mother had. She will often admit that she was 
unable to express feelings of grief at the time of the 
death of the mother. Then, on the anniversary of the 
death, she becomes ill and is tortured by the thought 
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that she will die in the same way that the mot! + did, 

The patient may be quite unaware of this asso: tion, 
Only when her attention is called to the coincic!«:ice of 
the time factor does she confirm the fact by expr: ssions 
that indicate her concern. Rehearsing these associa- 
tions often lessens feelings of guilt. Then the patient 
improves. 


Dreams 


The association may be so deeply unconscious that 
it is only revealed in a dream. A single 46-year-old 
woman was first seen in 1940 with symptoms of depres- 
sion attributed to the menopause. The mother had died 
in March, 1934, an older sister had died in March, 
1908 (the patient was 14) and the father had died in 
early April of 1938. The patient became ill in the spring 
of 1940 following irregularity of the menses. She re- 
lated that the sister of 18 had died giving birth to an 
illegitimate child who also died. Thereafter her parents 
had “tightened up” on her. ‘“They lived for me and I 
lived for them.”’ The onset of the menopause and pre- 
occupation with sexual fantasies, brought up buried 
memories of the death of the sister and of the parents. 

Following a discussion of this material, in several 
interviews over a period of a few months, she became 
well. I did not hear from her again until 1954, when 
there was a mild recurrence of depression. A dream 
on the anniversary of the mother’s death that had to 
do with a funeral produced associations concerning 
advancing age, mental illness and death. She had been 
reminded of old age and helplessness by her approach- 
ing sixtieth birthday, and the commitment of an aged 
aunt (mother’s sister) to a mental institution. 

Here the coincidence of the anniversary of the deaths 
of key figures in the patient’s life, of a significant 
birthday and ofa traumaticexternal situation (the aunt’s 
mental illness) precipitated symptoms of depression as 
an anniversary reaction. 


Birthdays and Holidays 


Women, in particular, but men, too, often become 
depressed on certain birthdays. The forty-fifth or 
fiftieth birthday for a woman and the sixtieth or sixty- 
fifth birthday for a man may have special significance. 
These represent in the former the loss of femininity and 
all that goes with it, and in the latter a decline in 
masculinity, the onset of potency troubles and the 
failure to realize life’s ambitions. 

For a variety of reasons many people have a con- 
viction that they will die at a certain age, but this 
information is not volunteered. This concern about 
death accounts for gradually mounting tension as the 
particular birthday approaches. 
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The same thing is true of holidays that, instead of 
being joyous, may serve the purposes of conscience. 
Inman, a British ophthalmologist, in a thoughtful essay 
on “Morbid Periodicity,” discussed the significance of 
holidays and anniversaries in relation to certain eye 
disorders. He spoke in particular of the significance of 
faster, concerned with death and resurrection. “With 
man’s development of conscience and a sense of guilt 
came the need for peace of mind through expiation, 
and when organized religion took the matter in hand 
the appointment of a definite season for the celebration 
of the need was a natural sequence, hence Good 
Friday....” 

For many years I noticed that my Jewish patients 
frequently became ill in the fall of the year, in connec- 
tion with the Day of Atonement. If this period happens 
to coincide with the anniversary of the death of a 
parent (“‘Jahrzeit”) it becomes especially significant in 
precipitating illness. 


Previous Studies 


The paper by Inman, already referred to, while 
especially related to diseases of the eye, nevertheless 
must be given credit for calling attention to the great 
importance of the anniversary reaction in relation to 
general medical disorders. However, it was Freud who 
first called attention to the unconscious significance of 
the anniversary or time of the year in relation to symp- 
tom formation. Ferenczi, in a paper on “Sunday 
Neuroses,” that also has to do with morbid periodicity, 
gives credit to Freud for this original observation. 

Berliner called attention to this factor in connection 
with a case of colitis, as did Bressler. Macalpine spoke 
of anniversaries and their particular meaning in psy- 
chosomatic symptom formation. Ludwig also discussed 
this phenomenon in his study of psychogenic factors in 
rheumatoid arthritis. Weiss et al found the anniversary 
reaction of significance in a study of emotional factors 
in coronary occlusion. 

Hilgard called attention to a variant of the anniver- 
sary reaction. She showed that mentalillness ina parent 
may be precipitated when the parent’s child reaches 
the age at which the parent had a traumatic episode in 
his own childhood. In another paper Hilgard and 
Newman surveyed a population ina state hospital in an 
effort to determine the incidence of the anniversary 
reaction. They found the proportion of women with 
such reactions much higher than men. 


Suggestions Regarding Diagnosis 


Detecting the anniversary reaction does not require 
a different form of history-taking. It only requires an 


awareness of the role that the emotions play in illness, 
and consequently more emphasis on certain aspects of 
history-taking. Thus, the history need not differ in 
form, but it must differ in substance. The family history 
must be more detailed and complete than the indi- 
vidual’s history. 

Since it is usually the family group that harbors the 
emotional tensions out of whicli the patient’s illness 
has developed, it is important to establish the relation of 
the patient to his family. It is important to know the 
details of the family background and the way in which 
the patient fits in. 

It is not sufficient to note that father or mother are 
dead or that certain siblings have died. The exact 
time, the nature of the illness, the circumstances sur- 
rounding the death and, in particular, the relation of 
the patient to the dead person should be discussed. 
For example, one will often find that the patient blames 
himself for some act of omission or commission in 
connection with the death of a member of the family. 
Discussing the incident will usually demonstrate that it 
was trivial and unimportant in spite of the fact that the 
patient has placed great emphasis upon it. A recent 
case of a man with pain in the chest had to do with the 
thought, “if only I had not permitted my father to carry 
out the ashes” in relation to the father’s death years 
later from myocardial infarction, and his subsequent 
feelings of guilt. 

Caution is necessary, of course, in dealing with this 
material. One must not, for example, accuse a patient 
of having held resentment toward a dead parent, or 
even imply that the patient feels guilty for that reason. 
By discussing the circumstances surrounding the death 
and the relation of the patient to the dead person, 
feelings will often be expressed that permit one to call 
attention to the anniversary. Then, even more meaning- 
ful material is revealed. 

Often the illness precipitated by the anniversary 
reaction is accompanied by depression, but this may 
go unrecognized because of the physician’s interest 
in physical symptoms. Mood disturbances are not 
obvious; they are overshadowed by the other symp- 
toms. When insomnia, fatigue, anorexia, digestive 
disturbances, tension and depression on awakening 
which improves toward evening are a part of the 
clinical picture, one must consider the diagnosis of 
depression. Be on the alert to detect the possibility 
of suicide. Usually, however, the depressions encoun- 
tered in general practice in connection with the 
anniversary reaction are mild rather than severe. But 
this makes them all the more complex and difficult to 
recognize. 

A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Blue Pus and the Role 
of the Physician 
in Its Production 


Clinical Bacteriology —Immunology Conference 
of the Buffalo General Hospital—University of 
Buffalo School of Medicine 


This is the second of a series of Buffalo General 
Hospital— University of Buffalo Conferences on 
clinical bacteriology and iminunology, conducted 
by Ernest Witebsky, M.D. and George E. Miller, 
M.D. and edited by the latter. The following partici- 
pated in the present conference: Ernest Witebsky, Dis- 
tinguished Professor of Bacteriology and Immun- 
ology; George Miller, Associate Professor of Medi- 
cine; Baxter Brown, Assistant Professor of Urol- 
ogy; Thomas Atkins, Resident in Urology, James 
Mohn, Associate Professor of Bacteriology and 
Immunology; James Curtin, resident in medicine. 


Figure 1. Pyocyaneus in the colon may flourish while an antibiotic 
cures the pneumonia. 
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Dr. Ernest Wiressky: This conference ha, been 
labeled by Dr. Miller, “Blue Pus and the-Role of the 
Physician in Its Production.” That title was tow good 
not to be used. However, it is true only toa certain ex- 
tent, for we had blue pus before physicians gut busy 
producing it. 

Dr. Grorce Miter: The first patient is a 47-)car-old 
man with an 18-year history of multiple sclerosis for 
which he has been hospitalized on many occasions. His 
present admission was precipitated by urinary fre- 
quency and urgency of increasing intensity for several 
months. At the time of admission he had tremor and was 
walking with difficulty. He complained bitterly of the 
extreme frequency and urgency of his urination. In ad- 
dition to a variety of neurologic findings, the examina- 
tion showed decrease in the rectal sphincter tone and 
moderate prostatic hypertrophy. Urinalysis showed 50 
to 75 white blood cells per high power field. There was 
700 ml. of residual urine. Cystoscopy showed cystitis 
and trigonitis. There was grade II anterior and grade 
I lateral lobe prostatic enlargement, with moderate ves- 
ical neck constriction. It was the impression of the 
cystoscopist that this was a neurogenic bladder. A 
urine culture was obtained at this time. The direct film 
showed a few leukocytes, many gram-positive cocci in 
pairs and short chains and rare gram-negative bacilli. 
Enterococci and B. pyocyaneus were recovered. 

He was started on tidal drainage, and Gantrisin 
was administered orally. One week later a transurethral 
vesical neck incision and resection of prostatic tissue 
was carried out. There was continued catheter drain- 
age for one week after that procedure. Following oper- 
ation, he was started on chloramphenicol which was 
continued for ten days. After removal of the catheter, 
there was subjective improvement but symptoms re- 
turned very shortly. Ten days later, pyocyaneus was 
recovered once more from the urine. Tetracycline was 
tried for three weeks. Toward the end of this time, 
enterococci and pyocyaneus were cultured once more 
from the urine. 

One of our urologists commented that pyocyaneus 


_ is seen so frequently, and so little can be done about 


it, that it is no longer looked upon as a problem. Dr. 
Brown, would you tell us what your reaction is to the 
finding of pyocyaneus in the urine? 

Dr. Baxter Brown: I think it is a very serious matter. 
However, we do get positive pyocyaneus cultures from 
the urine of patients without disease of the urinary 
tract. In a recent case, I cultured pyocyaneus from the 
urethral urine and not from the bladder. So sometimes 
the presence of pyocyaneus doesn’t indicate urinary 
tract infection. However, when pyocyaneus is a path- 
ogen, its elimination in the presence of obstruction 
is a hopeless task. 
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Dr. Mitten: The pyocyaneus was resistant to chlor- 

tetracycline, chloramphenicol, polymyxin, streptomy- 

cin, oxytetracycline, tetracycline and nitrofurantoin. 

(an you tell us what do you do under such circum- 

stances, Dr. Brown? 

Dr. Brown: Relieve the obstruction. But in this case 

that is probably impossible. 

Dr. Mater: Dr. Atkins, you have a comment to make? 

Dr. Tuomas Arkins: I don’t want to imply that we 

believe pyocyaneus is not something to worry about. 

What I mean is that we frequently see it and are un- 

able to do anything about it with antibiotics. The 

only antibiotic from which many people claim good 

results in this infection is oxytetracycline. This or- 

ganism was not even sensitive to that. There are others 
who do not believe that the therapeutic result bears 
any relation to the sensitivity that can be demonstrated 
in vitro. 

Dr. Miter: Did you feel you had been successful in 
relieving the obstruction? 

Dr. Atkins: Before the resection he had a large amount 
of residual urine. Following operation this was reduced 
to less than an ounce. 

Dr. Muzer: Despite this, he continued to have both 
enterococci and pyocyaneus in his urine. Dr. Mohn, 
what is your impression of this problem? 

Dr. James Moun: There are several comments that 
should be made. Pyocyaneus, the water bacillus, is a 
free-living saprophyte and is found in most water. It is 
always present normally in the intestinal canal of man. 
Its only primary invasiveness in the adult is in the cau- 
sation of urinary tract infection. Certainly the organism 
is of low virulence. However, 1 would like to point out 
in connection with Dr. Brown’s comment, that we fre- 
quently find B. pyocyaneus in the urology water 
supply. This has happened repeatedly in the past and 
may explain the findings he has reported. It is ex- 
tremely difficult to clear a contaminated water supply, 
as you know. The organism is resistant to most anti- 
biotics with the possible exception of not being re- 
sistant to polymyxin. 

Dr. Miter: In this instance it was resistant to poly- 
myxin also. Dr. Atkins reports that in this patient the 
obstruction was fairly well relieved. Have you any 
further suggestions for him, Dr. Mohn? 

Dr. Moun: In this case the organism was resistant to 
everything. Our experience is that most of the strains 
of pyocyaneus are sensitive to polymyxin and slightly 
sensitive to streptomycin. They are rarely sensitive to 
tetracycline or other compounds. It is possible for a 
sensitivity test to show resistance to polymyxin and 
yet have the organism respond to this antibiotic in vivo. 
This is not usual. The clinician must interpret in vitro 
tests. Chey are only a guide. 
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Dr. Mutter: The next patient is a 22-year-old medical 
student who was ill for one week before admission. His 
symptoms began with general malaise, followed in 
several days by cough that became increasingly severe 
to the time of admission. There was little sputum. 
There was mild fever until the day before admission 
when his temperature reached 104°F. His physician 
saw him several times prior to admission and found 
diffuse signs in his chest; rhonchi and wheezes with 
possible localization in the right lower lobe. He was 
given penicillin, 1 million units, three days and one 
day before admission. Shortly before admission he also 
developed urinary frequency and urgency. On the 
basis of these symptoms, and following a urinalysis 
that showed some white blood cells, he was also started 
on Gantrisin. 

His wife had suffered from a similar episode about 
three weeks earlier. It was also interesting to find that 
while there was no prolonged exposure to psittacene 
birds, he had eaten dinner almost under a parakeet 
about one week before his illness began. To complicate 
matters, he reported that he had been working in the 
bacteriology laboratory with H. influenza during the 
week prior to the onset of his symptoms. 

On admission his temperature was 105°F. He was 
acutely ill. Physical findings were limited to the chest. 
There were diffuse rhonchi through both lung fields 
with fine rales at the right base. The white blood count 
was 7600 with a shift to the left. The initial impression 
was atypical pneumonia. A urine culture showed 
enterococci. The sputum was also cultured. On direct 
film there were a few leukocytes, a few fusiform bacilli 
and a few gram-positive cotci. Scattered ‘colonies of 
pneumococci were recovered. 

Gantrisin was continued. Penicillin was not rein- 
stituted immediately. The impression was still that 
this represented acute atypical pneumonia. During 
the next 24 hours he became much more seriously ill. 
He developed cyanosis, his respiratory rate went up 
and he began to produce thick green sputum in small 
amounts. There was a great deal of urgency felt to in- 
stitute some kind’ of specific therapy, and two days 
after admission penicillin was started once more. Re- 
calling the excellent responses the wife had made to 
tetracycline the attending physician added this drug 
to the penicillin. Two days later diarrhea began. The 
stool was cultured. Three specimens were submitted 
and all showed predominantly B. pyocyaneus. 

Following tetracycline his temperature fell and he 
gradually improved over a period of several weeks. 
During this time, however, he continued to have loose 
stools. This symptom has finally cleared and he is 
about to be discharged. 

The problem upon which we would like to focus is 


121 


tr 


| 
film 
i in 
| 
isin 
ral 
sue 
er- 
was 
ter, 
re- 
vas 
vas 
ne, | 
ore | 
“us 
yut 
Dr. | 
he | 

er. 
ym 
ry 
he 
es 
ry 
“4 
mn 
= 


the presence of pyocyaneus in the feces. Dr. Mohn, 
perhaps you can tell us how frequently this has been 
seen recently in the bacteriology laboratory. 

Dr. Moun: Until a few years ago it was rarely seen. 
A rare colony of pyocyaneus might be expected since 
this organism is normally present in the intestinal 
canal. But recently we have been impressed by the in- 
cidence of pyocyaneus as the predominant organism 
in feces. With the institution of broad-spectrum anti- 
biotic therapy, pyocyaneus enteritis is increasingly 
frequent. This organism is seldom affected by these 
antibiotics. When the other organisms are reduced to 
a minimum by their use, pyocyaneus is permitted to 
grow out. When it becomes the predominant organism, 
it can produce local inflammation with diarrhea 
(Figure 1). 

Pyocyaneus is a pathogen in a sense. Following al- 
teration of the normal flora it has assumed a patho- 
genicity which it did not have previously in this location. 
It is the environmental situation that changed, rather 
than the organism. 

I think it is possible that pyocyaneus caused the 


Figure 2. Pyocyaneus can be introduced whenever a puncture of the 
epithelium is made. 
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diarrhea in this case. For the proper evaluation of this 
problem, what we see ina laboratory must be cor: elated 
with the clinical picture. 

Dr. James Curtin: Was the pyocyaneus treated with 
any antibiotic? Would Neomycin orally have |ielped 
here? 

Dr. Moun: It is my personal opinion that it is not nec- 
essary to treat the pyocyaneus in this location in the 
adult in most instances. If the normal bacterial flora of 
the intestinal tract is allowed to return, the pyocyaneus 
will be held in check. 

Dr. Mitter: You believe then, that the most important 
thing is to withdraw the drug that caused the elimina- 
tion of normal intestinal inhabitants. As several addi- 
tional problems related to pyocyaneus are brought 
out by subsequent cases we would like to proceed. 

A 40-year-old woman with a congenital dislocation 
of her hip was troubled for several months before 
admission by steadily increasing hip pain. She was 
referred to an orthopedic surgeon who injected hydro- 
cortisone into the hip joint. Following this injection 
by about two days, the pain gradually increased 
further and it was necessary to prescribe analgesics 
and sedatives. She was subsequently admitted in a 
deep stupor, having taken an overdose of these drugs 
in an attempt to achieve some relief. This stupor was 
transient and within 24 hours she was awake and alert, 
but still having pain. At the time of admission it was 
noted that she had an oral temperature of 101°F. 

She was placed on penicillin because of the danger 
of respiratory depression and secondary pulmonary 
infection. This drug was continued for five days. 
Physical findings on admission included fever, a 
flexion contracture of her left hip, marked limitation 
of flexion and extension and absence of rotation in 
this joint. The hip was extremely painful on any pas- 
sive motion. There was a suspicion that this repre- 
sented a pyogenic infection, and aspiration of the hip 
joint was attempted. No material could be obtained. 
A blood culture obtained three days after admission 
was negative. 

Penicillin was continued because of the persistent 
impression of infection. In the absence of therapeutic 
response, tetracycline was substituted for penicillin 
five days after admission. Temperature was perhaps 
somewhat lower after this drug was started but reached 
101°F. on the day of discharge. 

Shortly pain increased once more, and five days 
later she was readmitted. At this time the hip was 
found to be somewhat distended and warm. Again it 
was the impression that this was a septic hip. The 
surgeon recommended that streptomycin and peni- 
cillin be started while preparing to aspirate the joint. 
Aspiration the day after admission was unsuccessful. 
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Her temperature now was 102°F. On this day, while 
receiving penicillin and streptomycin, a blood culture 
was obtained. There were four plate colonies of pyo- 
cyaneus per ml. of blood. 


Iped The therapy with penicillin and streptomycin was 
continued until this report was received. Penicillin 
nec. was then eliminated. Further aspiration of the hip was 
‘the [J attempted but was unsuccessful. Eight days after the 
aof & first blood culture a second culture was negative. 
1eus Further attempt to aspirate the hip was also unsuccess- 
ful. Two weeks after admission, the hip was fused 
tant surgically. At operation, material from the hip joint 
ina- was taken for culture. B. pyocyaneus was recovered. 
\di- The organism was now found in the joint but no 
ght longer was present in the blood. Streptomycin and 
| penicillin were again used together following surgery. 
ion The temperature fell to normal. The patient was dis- 
ore charged two weeks after the surgical procedure and 
vas has done very well. Dr. Mohn, would you comment? 
ro- Dr. Moun: My main comment is that we should keep 
ion pyocyaneus in the intestinal canal where it is safe 
ed (Figure 2). My interest in this organism started when 
ics as a medical student I saw a fatal case of meningitis 
ta caused by B. pyocyaneus. It was demonstrated path- 
igs ologically and bacteriologically that this organism was 
vas introduced during a spinal tap. This is the story of 
rt, an organism which is benign in the intestinal tract, 
‘as but which may produce disease when it escapes from 
its normal habitation. 
er Pyocyaneus is extremely toxic for animals. Small 
ry amounts may kill guinea pigs very rapidly. But these 


same guinea pigs have pyocyaneus in the intestinal 
canal. It is only when this bacillus is introduced into 
the peritoneal cavity that the animals succumb rapidly. 

In this case we find pyocyaneus in the blood stream 


in 
$- andat surgery in the location where an intra-articular 
e- injection was made. Pyocyaneus may be found on the 
p human skin. It can be introduced whenever a puncture 
1. of the epithelium is made, unless the best means of 
n skin sterilization is used before puncture. I am certain 
that this organism was introduced by the needling 
t here. It was definitely the case in the fatal instance of 
¢ meningitis I described. This organism is present on 
n the skin from the waist down and is derived from 
5 the intestinal tract. 
1 Dr. Muzer: This is an extremely serious problem. 


This intra-articular injection was carried out under 
aseptic conditions by an expert orthopedic surgeon. 
Is there any other route of infection of this hip joint 
that one could postulate? Is it possible that she had 
this infection prior to the injection? 

Dr. Moun: Pyocyaneus is never found in the blood 
strean: unless you put it there. In my opinion transient 
pyocy:neus bacteremia with subsequent localization 
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Figure 3. Antibiotics are double-edged swords. 


in a joint does not occur. Pyocyaneus has not been 
found in any joint fluids or other body fluids that have 
been examined by bacteriologists. I do not know how 
pyocyaneus could get to the hip joint unless it were 
hematogenous or traumatically induced. We do not 
see transient bacteremia with this organism. 
Dr. Wiressky: I call to your attention the fact that 
here we have a pure culture of pyocyaneus from the 
abscess and from the blood stream, which indicates that 
it is the causative agent of the infection and not a sec- 
ondary invader as is so commonly the case. I feel, as 
Dr. Mohn does, that the organism must have been in- 
troduced into the hip joint by the needling. I would 
also comment that antibiotic therapy here was not 
nearly as important as surgical drainage of the abscess. 

Dr. Moun: I do not know whether pyocyaneus in- 
troduced into a normal joint would produce infection. 
It may be in this instance that it was only because the 
patient had a pathologic joint that the organism 
found an environment satisfactory for its growth.’ 

As to skin antisepsis, this organism would be sen- 
sitive to tincture of iodine followed by alcohol. I am 
sure it is also sensitive to tincture of Zephiran. I would 
not trust alcohol alone although I do not have any test 
to confirm this impression. There is good bacteriologic 
evidence that Tincture of Merthiolate, which was 
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used in this case, is not the best skin disinfectant. 
Dr. Miter: There is a final case we would like to call 
to your attention. A 67-year-old man was admitted 
with anorexia, epigastric pain unrelated to meals and 
jaundice of four or five days’ duration. Physical ex- 
amination was negative except for the jaundice. I will 
not go into the details which led to the diagnosis of 
carcinoma of the pancreas. An exploration was carried 
out, and a large pancreatic malignancy was found. 
Biopsy and a.cholecystojejunostomy were done. There 
was an immediate febrile course for 48 hours, after 
which fever subsided. As is customary here in intra- 
abdominal surgery, chloramphenicol was used post- 
operatively and was continued for one week. The day 
after chloramphenicol was stopped, the patient de- 
i veloped moderate abdominal pain which became 
*, extremely severe the following day. His temperature 
rose to 102°F and he developed nausea and vomiting. 
Chloramphenicol was started once again. The fol- 
lowing day a blood culture was reported showing B. 
pyocyaneus. 

He was started then on penicillin and streptomycin. 
There was a continued febrile course with abdominal 
pain and increasing jaundice. Six days later a second 
blood culture was obtained that showed five plate col- 
onies of B. pyocyaneus per ml. of blood. 

Two days later, polymyxin was added. The following 
day a urine culture also showed pyocyaneus. On that 
day the patient died. At post-mortem examination a 
culture from the biliary tract also showed pyocyaneus. 


Dr. Moun: This is the end of the story. Here is « man 
who had malignancy and extensive surgery, followed 
by the application of a broad-spectrum antibiotic. The 
normal bacterial flora was removed, and the pyoc) «neus 
allowed to extend through the biliary tract inio the 
blood stream with a fatal outcome. 

Dr. Wriressky: This case opens up the question of in- 
telligent prophylactic use of antibiotics. I have recom- 
mended chloramphenicol in the past and would rec- 
ommend it again, particularly in abdominal surgery. 
It is not ideal but it seems to me superior to penicillin 
and streptomycin. 

Dr. Moun: We have here a problem created by the fact 
that antibiotics are double-edged swords (Figure 3). I 
think the main point to emphasize is the impressive 
frequency of pyocyaneus in specimens currently being 
examined by the bacteriology department. We have 
not even discussed this organism in the sputum. This 
is also an increasingly frequent finding. As in the feces, 
this organism appears in the sputum when normal 
bacterial flora has been altered as a result of broad- 
spectrum antibiotic therapy. 

We have discussed two separate entities. One is a 
postantibiotic disease. The other is the introduction 
of this normal inhabitant of the skin and intestinal 
tract into sterile areas. We can avoid introducing 
pyocyaneus into sterile tissue, but the other problem 
remains a problem still. We hoped only to bring to 
your attention again the potentialities of these anti- 
biotic agents. 


HERE'S A HELPFUL HINT... 


Blood Pressure Timesavers 


Count1gss valuable hours in a general practitioner’s life 
are lost in handling that most awkward of diagnostic ap- 
pliances, the mercury blood pressure unit. 

The ensemble, as shown in the accompanying photo- 
graph, offers quick handling features: 

1. Hook-on cuff. 

2. Special 10-foot tubing (normally allowed to hang 
from the cuff). 

3. Open-end canister for fast stuffing away of the cuff. 

4. A wall-mounted gauge clearly visible from the reach 


across the room, thus eliminating the shifting nearer of 


slow or disabled patients. 
—E. A. Hackie, M.D. 
Bellflower, California 
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Mucoid Impaction 
of the Bronchi 


SOL KATZ, M.D. 
Associate Editor, GP 


Mucom impaction of the bronchi, an important 
cause of bronchial obstruction, is due to inspissated 
mucus. It occurs especially in patients with a back- 
ground history of asthma, hay fever or chronic 
bronchitis. The mucoid impactions are shiny, gray- 
green casts one to several centimeters long. They 
occur most commonly in the segmental bronchi of the 
upper lobes but may involve any lobe. Unilobar ob- 
struction is more common than multilobar. It has been 
suggested that the lobar distribution can be explained 
on the basis of cough more effectively cleansing the 
lower lobe bronchi of thick, adherent secretions. 

If the mucoid impaction is expelled promptly, there 
will be few permanent bronchopulmonary changes. 
However, persistence of the obstruction results in 
suppuration distal to the occluded bronchus, destruc- 
tion of the bronchial wall and the development of 
atelectasis, obstructive pneumonitis, abscess or bron- 
chiectasis. 

The clinical manifestations are readily understood 
on the basis of the pathogenesis and pathology. Cough, 
productive of mucous casts and purulent sputum, is 
the most common complaint. Fever, pleuritic chest 
pain and hemoptysis are also seen. Recurrent respira- 
tory infections are often noted, and their occurrence in 
association with hemoptysis in a patient with a history 
of asthma should suggest the presence of mucoid 
impaction of the bronchi. 

Bronchoscopy may permit direct inspection and 
even removal of the mucous plug when the bronchi 
are accessible. This is more often the case when the 
middle and lower lobe bronchi are obstructed. 

Roentgenograms of the chest reveal a variable pic- 
ture. Segmental obstruction is the most common pat- 
tern. Obstructive pneumonitis with slow resolution 
is also encountered. Abscess formation and even 
solitary nodule formation may occur. Bronchography 
may demonstrate not only the distal bronchial obstruc- 
tion but also the residual bronclgectatic changes. 
Mucoid impaction of the bronchi may resemble 
pulmonary tuberculosis, fungous infection, lung 
abscess, bronchogenic carcinoma, lipoid pneumonia 
and pneumonitis. 
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Figure 1. Atelectasis of the left upper lobe with retraction of the 
trachea and heart to the left. Patient was an. asthmatic with 


obstruction of the left upper lobe bronchus by inspissated mucus. 


Figure 2. Bronchoscopic removal of the mucous plug resulted in 
immediate aeration of the upper lobe with return of the chest film 


to normal. 
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Thrombus Internal Carotid 
Scalenus Anticus Syndrome 
Arteriosclerosis Renal Artery 
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ORVILLE HORWITZ, M.D. 


Philadelphia, Pennsylvania 


PERIPHERAL ARTERIAL DISEASE encompasses disorders of 
arteries peripheral to the cardiopulmonary system. As 
in all divisions and classifications, exceptions must be 
made, and here we omit diseases of the thoracic aorta 
and intracranial lesions. 
Arterial diseases of the periphery may be classified 
as follows: 
I. Arterial conditions producing ischemia 
A. Organic group 
1. Arteriosclerosis with occlusion 
2. Thromboangiitis obliterans (Buerger’s dis- 
ease) 
3. Arterial embolus 
4. “Collagen” diseases 
B. Vasospastic group 
1. Raynaud’s disease 
2. Secondary Raynaud’s phenomenon 
3. Scalenus anticus syndrome (in the presence 
or absence of cervical rib) 
II. Other peripheral vascular conditions 
A. Arterial aneurysm 
B. Arteriovenous fistula 
1. Acquired 
2. Congenital 
C. Erythromelalgia 
D. Acrocyanosis 
E. Hemangioma 
F. Glomus tumor 
Some of the differential diagnostic points of the 
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The Choice of Treatment in Peripheral Arterial Disease 


Vascular Section of the Edward B. Robinette Foundation 
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commoner peripheral arterial diseases are shown in 


Each year, members of different 
well-known medical faculty prepare articles 
for this regular GP department. 
This is the tenth of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


BROOKE ROBERTS, M.D. 


Harrison Department of Surgical Research 


Philadelphia, Pennsylvania 


Table 1. 


General Medical Treatment 


The medical treatment applicable to all ischemic 
conditions, whether organic or vasospastic in origin, is 
based on two principles: (1) decreasing the local need 
for blood flow; (2) increasing the blood flow to the 
ischemic part. There are also other specific forms of 
treatment in individual diseases. 


1. Measures THaT DecrEASE THE NEED FOR BLOOD 
FLow 

These measures include the control of infections and 
the treatment of trauma. The demand for blood is, of 
course, greatly increased whenever an infection is 
present. Since the advent of antibiotics, the control of 
infection has been greatly facilitated. If an open in- 
fection is present, cultures should be taken and the 
antibiotics to which the organism is most sensitive 
should be administered in large doses. 

A limb may remain viable when its capacity for blood 
flow is reduced to less than 5 per cent of normal. Be- 
cause of such meager flow, higher than usual concen- 
trations of antibiotic are necessary when treating in- 
fection in ischemic tissue, therefore, larger doses are 
indicated. 

Other nonspecific methods of combating the local 


127 


" 
f, 


infection include saline soaks for 20 minutes to one-half 
hour four times a day. The temperature of the solution 


should be watched carefully and kept at a ranye of 85 
to 95 degrees F. The treatment of an infection should 


DIAGNOSTIC POINTS OF THE 


COMMONEST PERIPHERAL 


ARTERIAL DISEASES 


Arteriosclerosis 


Thromboangiitis 
Obliterans (Buerger’s 
Disease) 


Arterial Embolism 


Raynaud’s Disease* 


Sex distribution 
Age distribution (onset) 


Etiology 


Extremity involvement 


Onset 


'History of phlebitis 
ntermittent claudication 


Absent pulses 
Edema 
hin (if involved) 


Vails (if involved) 
Rubor of skin on dependency 
Ulcers (if any) 


Dptic fundi 
-rays of extremities 


M ricriogram findings 


Presence of coronary or cerebral 
isease 


japacity for blood flow as 


veasured by the vasodilatation 
ast 


Male more frequent 
Usually over 50 (except 
in diabetics) 

Unknown 


Generally asymmetrical 
unless aorta is involved 


Usually insidious 


Only coincidental 


Common 


Rare in upper and com- 


- moninlowerextremities 


Only if infection is 
present 


Thin, often hairless 


Thickened 
Common 


Dry and superficial 


Often silver wiring 


Often calcification of 
peripheral arteries 


Arteries appear frayed. 
Long segmental blocks 
frequent 


Common 


Decreased in involved 
extremity 


98 per cent male 
Under 40 


Probably tobacco 


Generally asymmetrical 


May be acute and pre- 
ceded by migratory 
phlebitis 


Common (migratory) 


Often occurs first in 
foot 


Common in upper and 
lower extremities 


Common 


Thin, atrophic and red- 
dened 


May stop growing 
Common 


Moist, deep, inflamed 
and invasive 


Normal 
Normal 


Arteries appear normal 
exceptat region of lesion 
which may be short 
segmental block of 
smaller arteries 


Extremely rare 


Decreased in involved 
extremity 


About equal 
Any age 


Most frequently auric- 
ular fibrillation, myo- 
cardial infarction or 
mitral stenosis 


Asymmetrical unless 
aorta is involved 


Sudden, usually with 
severe pain 


Only coincidental 
May be present later 


In artery involved 
Rare 
Normal 


Normal 
May be late sign 
May be present later 


Usually normal 


Usually normal 


Arteries usually nor- 
mal. Occlusions demon- 


strated at site of emboli 


Common 


Decreased in involved 
extremity 


90 per cent female 
25-50 


Sometimes psycho- 
somatic 


Symmetrical 


Often in cold weather 
and preceded by psy- 
chic trauma 


Only coincidental 
Absent 


Occurs only in late and 
extreme Cases 
Rare 


Normal 


Normal 
Rare 
Dry and superficial 


Normal 


Normal 


Normal 


Coincidental 


Normal unless in spasm 


n the differential diagnosis of this condition, early scleroderma and early thromboangiitis obliterans (particularly in the male) should be 
insidered. Scalenus anticus syndrome and hypothyroidism should be ruled out. 
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of 85 
hould 


also include a cradle over the foot and every effort 
should be made to keep the temperature inside the 
cradle as close to 90°F. as possible. Temperatures above 
105°F. may be dangerous and temperature below 75°F. 
may cause vasoconstriction. Immobilization, at least to 
the point of preventing pressure on the infected areas, 
is also important. 

More important, if less dramatic, than the actual 
treatment of the infection and trauma are the pro- 
phylactic measures necessary to their prevention. 
These include the early detection of dermatophytosis 
and treatment by saline soaks as mentioned above, 
careful drying and the use of fungicidal ointment or 
powder; proper footwear; intelligent chiropody of 
corns and calluses without trauma to living tissue; the 
use of powder to feet that are overly moist and of a 
lanolin-base cream to feet that are overly dry; avoid- 
ance of thermal extremes (cold and temperatures above 
body temperature) ; prevention of accidents to the feet ; 
and rest. Bed rest is mandatory in patients who have 
ischemic pain produced by little or no exertion. In pa- 
tients who have ischemic ulcers, bed rest is usually 
necessary to protect the ulcer against local pressure, if 
for no other reason. Table 2 contains detailed instruc- 
tions listing the above prophylactic measures. These 
instructions should be modified to the needs of the 
individual patient. 


2. Measures THAT INCREASE Locat BLoop FLow 


These include the use of vasodilator drugs; ab- 
stinence from tobacco; heat; position; and suction and 
pressure. 

Drugs. Of the vasodilator drugs, ethyl alcohol is 
probably still the most effective from a purely vascular 
point of view, but is often contraindicated because of 
its well-known side effects. We have found Priscoline 
and Ilidar, 25 mg. t.i.d., to be useful for increasing the 
blood flow of the skin of digits. Niacin, 50 mg. q.i.d., 
or Arlidin, 6 to 12 mg. t.i.d., are probably as effective 
as any drug in increasing muscle flow. These drugs 
have been demonstrated to increase the blood flow of 
resting muscle, but they do not seem to influence the 
course of intermittent claudication and indeed they 
even cause an actual decrease in digital cutaneous 
blood flow. 

Tobacco, aside from its probable role in the etiology 
of Buerger’s disease, is a strong vasoconstrictor. Its 
use by patients suffering from peripheral arterial oc- 
clusive disease should be kept to an absolute minimum. 
No vasodilator has yet been discovered which is ca- 
pable of breaking through the vasoconstricting activities 
of tobacco. 

Heat is a vasodilator, and cold a vasoconstrictor. 
Therefore, an ischemic extremity should be kept warm 
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at all times. The trunk, too, should be kept warm to 
promote reflex vasodilatation. It has been found that 
maximum oxygen tension of the skin of an extremity 
can be obtained by keeping the extremity as warm as 
possible without causing discomfort. This, of course, 
does not apply to those extremities in which a neuro- 
trophic disorder is present. Cooling an extremity may 
decrease the metabolism, but the blood flow is decreased 
to an even greater extent. Usually a thermoregulated 
cradle kept at 90 degrees F. will produce the optimal 
clinical results. 

Position. If a patient is bedridden, an increase in the 
blood flow to the toes as well as an increase in the 
oxygen tension of the toes can be brought about by 
placing six-inch blocks under the legs of the head of 
the bed, thereby causing slight dependency of the feet. 
Buerger’s exercises and the oscillating bed are designed 
to fill and empty alternately the capillaries of the leg by 
gravity. 

In Buerger’s exercises, the time during which the 
feet are in the ‘down position” should exceed the time 
they are in the “up position” by at least three to one. 

If an adjustable oscillating bed is available, the great- 
est increase in blood flow and oxygen tension of the 
toes can best be brought about by holding the foot- 
down position for five minutes with the feet at a 20° 
angle from the horizontal. At the end of each five- 
minute cycle, the feet should be raised to at !east a 
five degree angle above the horizontal for a few seconds 
to empty the veins. 

Suction and pressure acts in the same general way as 
Buerger’s exercises and the oscillating bed. The pa- 
tient’s limb is placed in a suction boot, the cuff of 
which surrounds the thigh. Suction of 80 to 100 mm. 
Hg for about one minute is instituted to promote the 
flow of blood into the limb, alternately with a pressure 
of 30 to 40 mm. Hg for five seconds to promote venous 
emptying. This is particularly useful in patients who 
have had recent sudden, inoperable arterial occlusion. 
It is contraindicated in the presence of infection, be- 
cause the massaging action of the widely varying 
pressures tends to spread the infection. 


Specific Medical Treatment 


THROMBOANGIITIS OBLITERANS (BUERGER’S DISEASE) 


In thromboangiitis obliterans it is particularly im- 
portant to avoid tobacco. In this disease tobacco not 
only acts as a vasoconstrictor, but there is also very 
good evidence of its being the causative factor. It is 
extremely rare to find a patient with proven throm- 
boangiitis obliterans who has never used tobacco in 
any form. 
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ARTERIOSCLEROSIS 


In the present state of our knowledge it would take 
a brave man to recommend that all patients suffering 
from peripheral arterial disease be subjected to a low- 
fat diet. However, patients having hyperlipemia in any 
form, particularly if they are in the younger age group, 
should be strongly advised to adhere to a strict low fat 
intake. 


ARTERIAL EMBOLUS 


An arterial embolus, which usually is associated 
with chronic auricular fibrillation, long-standing mitral 
stenosis or myocardial infarction, should be removed 
surgically as soon as the diagnosis is made. If con- 
ditions are such that surgical removal of the embolus is 
impossible, efforts should be made to promote vasodila- 
tation, by sympathetic nerve block, and to restrict 
further thrombus formation by careful anticoagulant 
therapy. 

Anticoagulant therapy may be administered as fol- 
lows: The clotting time and the prothrombin time of 
the patient’s blood are measured and, if found to be 
approximately normal, 50 mg. of heparin is administered 
intramuscularly every six hours, and more is used if 
necessary to increase the clotting time to 20 minutes 
at one hour before the subsequent dose. Sometimes 75 
or even 100 mg. of heparin is necessary. Simultaneously 
Dicumarol is administered by mouth, usually 300 mg. 
the first day, 200 mg. the second day and 100 mg. the 
third. Before each dose of Dicumarol, the prothrombin 
time is taken and dosage is adjusted accordingly. For 
proper anticoagulation the prothrombin time should be 
kept between 20 and 30 per cent of normal. The usual 
daily dose of Dicumarol is between 50 and 75 mg., 
although more or less is sometimes necessary, depend- 
ing upon the individual patient’s needs. 

Symptoms of overdosage, such as mild hematuria 
and petechiae, are generally easily controlled by omit- 
ting one or more doses. More dangerous bleeding usu- 
ally responds to intravenous vitamin K, oxide, in the 
case of Dicumarol, or in the case of heparin, to an in- 
jection of protamine. Tromexan is administered in 
much the same way as Dicumarol. Its action is more 
rapid and more transient, and its dosage is approxi- 
mately three times that of Dicumarol. 


COLLAGEN DISEASES 


Some of these diseases have been treated with mixed 
success by means of steroids. Occasional successes have 
been reported when using such treatment for oblitera- 
tive arterial conditions which were presumably caused 
by the collagen disease. Our own results in this respect 
have been disappointing. 
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Raynaup’s DisEASE AND RAYNAUD’S PHENOMEN: 


There is no specific treatment for Raynaud’s lisease 
and Raynaud’s phenomenon. These conditions usually 
respond to the principles of therapy outlined above but 
severe cases may require sympathectomy. 


Scatenus ANTICUS SYNDROME 


This condition, with or without cervical rib, may 
cause arterial insufficiency either by direct pressure on 
the artery or by reflex constriction of the artery and 
arterioles from pressure on the brachial plexus. Very 
often these symptoms are self-limited or may respond 
to special exercises. The following are the instructions 
we use: 

1. Try to sleep with hands above head. 

2. While sitting erect, hunch shoulders and “‘pull in 
neck like turtle.” Then try to touch ears with shoulders, 
Do this for five seconds at a time. Then relax gradually 
over a period of ten seconds. Do this 20 times, twice a 
day. 

3. Get five-pound weight. Raise it over the head 
directly upward as high as possible five times with each 
hand, relaxing as slowly as possible after each raising. 
Do this twice a day. 

If the symptoms continue to be severe in spite of such 
exercises, surgical section of the scalenus anticus mus- 
cle or removal of the cervical rib should certainly be 
considered. 


Surgical Methods to Reduce Need for Blood Flow 


Medical management is generally relied upon to re- 
duce the need for blood flow to an ischemic area. Local 
conditions, however, may demand surgical attention. 
Limited infections, particularly those around the nails 
and the distal portion of the toes, are common. The 
increased oxygen demand of tissue having acute in- 
flammation may tip the balance between preservation 
and loss of tissue, and it is therefore essential to treat 
such cases promptly and well. Indeed a moderate in- 
fection in an ischemic foot may constitute a surgical 
emergency. 

As in all collections of pus, prompt and adequate 
drainage is a cardinal surgical principle. Wide in- 
cisions, however, are very poorly tolerated by ischemic 
tissue, and the destruction of any blood vessels, even 
minor ones, as must inevitably occur with incision 
into living tissue, may be very harmful. Surgery under 
such circumstances must be conservative and, where 
possible, incision and drainage should be carried out 
only in tissue that is already necrotic or clearly doomed. 
For example, in a healthy foot, a chronic paronychia 
may be treated with impunity by avulsion of the toe- 
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nail. But in an ischemic foot it is safer to remove only 
the undermined portion of the nail and to wait for 
gradual delineation of the limits of infection before 
performing further surgery. 

When the demand for blood is greater than the max- 
imum capacity for flow, tissue necrosis inevitably re- 
sults. Under such circumstances amputation must be 
carried out. Amputation may occur spontaneously with 
mummification of tissue, and it is amazing at times how 
much tissue may be lost under these circumstances. An 
entire foot may become mummified and break off with- 
out spreading infection. Such an occurrence, however, 
is rare, and amputation usually must be carried out by 
surgical means. 

It is clearly undesirable to sacrifice more tissue than 
is necessary. It is likewise undesirable to perform 
amputations that are too conservative and result in 
nonhealing stumps. It is often difficult to be certain 
of the optimum level for an amputation in vascular 
disease. However, the advent of antibiotics with the 
subsequent diminished threat of serious spreading in- 
fections, has made possible more conservative pro- 
cedures. 

Emergency amputations are rarely indicated today 
for vascular disease. They can be avoided by the use of 
refrigeration if need be. It should be recognized, how- 
ever, that once refrigeration is used, amputation is in- 
evitable. 

The decision as to a level of amputation may usually 
be determined by the adequacy of skin flow to the area 
involved. For example, the local amputation of a toe is 
entirely proper in a foot in which the skin flow to the 
base of the toe is good. This can be determined with 
some degree of accuracy by means of skin temperature 
measurement in a thermoregulated room (vasodilata- 
tion test). The transmetatarsal amputation may like- 
wise be used to advantage under circumstances where 
local toe amputation is inadequate yet higher amputa- 
tion unnecessary. Supracondylar amputations are still 
indicated in many cases. 

If amputation is performed because of ischemia, it is 
generally unwise to close the wound tightly because of 
the danger of subsequent infection. Gentle apposition 
of tissue with a minimum of tension is the desirable 
condition for healing. 


Surgical Methods to Increase Blood Flow 


Until recent years the main method by which surgery 
could increase the blood flow to an area was by tem- 
porary or permanent interruption of the sympathetic 
nerves to the area. The major increase in blood follow- 
ing sympathectomy ‘occurs .in cutaneous tissue and 
depends upon the ability of the arterioles to dilate. If 
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IMPORTANT PREVENTIVE MEASURES 


To keep the circulation open and the skin in good condition: 

1. Never use tobacco in any form. Tobacco contracts blood vessels and 
so reduces circulation. 

2. Keep warm. Cold contracts blood vessels and reduces circulation. 
3. Take great care that the foot is not injured. Avoid crowded places. 
4. Wear wide-toed shoes which cause no pressure, and have adequate 
arch support. Use thick, warm, loose socks in cold weather. 

5. Do not wear circular garters. Elastic bands compress blood vessels 
and reduce blood flow. 

6. Do not sit with the knees crossed. This may compress the leg 
artery and shut off blood supply. 

7. If the weight of the bedclothes is uncomfortable, place a pillow to 
hold the bedclothes above the feet. 

8. Do not apply any medicine to the feet without direction from a physician. 
Some ordinary medicines are too strong for feet such as yours with 
poor circulation. 

9. Do not apply any heat to the affected limb without a doctor’s consent. 
Even moderate heat can injure the skin of a leg with poor circulation. 
10. Wash the feet at least every other day with warm water and soap. 
Dry thoroughly, especially between the toes, by mopping, not rubbing. 
11. If the feet are dry and scaly, apply lanolin. 

12. If the feet are moist, use powder. 

13. Before cutting nails, soak feet in warm (not hot) water for ten 
minutes to soften nails. Cut straight across..Don’t cut down into the 
corners. Do not cut them close to the flesh. If you are treated by a 
chiropodist, tell him that your blood flow is reduced. 

14. Proper first-aid treatment is important. Consult your physician 
promptly for any redness, blistering, pain or swelling. Any break in the 
skin may become an ulcer or gangrene unless properly treated by a 
physician. 

15. Always test the temperature of water or shoe with your hand be- 
fore putting in your foot. 

16. Athlete’s foot which starts out with peeling and itching between 
the toes should be treated immediately by your physician. 

17. Place lamb’s wool between the toes. 

18. Do not bathe in cold water or in the ocean. 

19. Avoid sunburn. 


Table 2. 


the capacity for vasodilatation does not exist, little 
benefit can be expected from sympathectomy. 


It may be difficult to prophesy with accuracy the 


effect sympathectomy will have upon a given patient. 
Various techniques have been devised in order to test 
the capacity for dilatation. The heat reflex vasodilata- 
tion test is useful in this respect. Sympathetic nerve 
blocks by local anesthesia or similar means may also be 


helpful. 


Asa rule the beneficial effects of sympathectomy are 
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more constant in the leg than they are in the arm, and 
lumbar sympathectomy is technically an easier pro- 
cedure than thoracic and stellate ganglionectomy. 
Much has been written with regard to the advantages 
of pre-ganglionic sympathectomy over post-ganglionic 
sympathectomy, but more recent work tends to indicate 
that this distinction is not so important as it was once 
thought to be. 

Although the anatomic arrangement of sympathetic 
nerve fibers and ganglia is quite variable, it is generally 
desirable to remove the second, third and fourth lum- 
bar ganglia when denervating the lower extremity. The 
arm is denervated by cutting the rami of the stellate 
ganglion and the second and third thoracic ganglia. 

Today when attempting to increase local flow of 
blood, it is often wise to use a sympathectomy in con- 
junction with one of the procedures next described. 


Grafts 


Although sporadic attempts have been made to use 
arterial grafts in humans for more than 50 years, it has 
not been until the last decade that their use has be- 
come established. The use of arterial grafts has proved 
to be one of the more dramatic advances in surgery 
during the last half century, and their use may be 
greatly extended in the future. 

When segments of the major vessels are blocked and, 
distal to the area of block, there are open vessels of 
sufficient size to permit their use for anastomosis, 
arterial grafts may be used to great advantage. By 
means of such grafts, flow may be restored to normal, 
provided the distal vascular tree is adequate. Although 
it ts usually impractical to graft vessels smaller than 
the popliteal artery, arteries of that size or larger may 
be grafted if the wall is not too diseased, and there is 
an adequate lumen. Restitution of arterial flow by 
means of a graft or endarterectomy is the most ideal 
method of increasing blood flow presently available. 

Arteriography and careful physical examination are 
the two methods by which one may best determine the 
feasibility of grafting procedures. A patient with an 
ischemic foot and a normal popliteal pulse is not a 
proper candidate for grafting. If, however, the pulse 
does not extend as far distally as the popliteal artery, 
arteriography may be indicated to determine whether 
or not a patent distal tree exists. A general summary 
of the physical findings and the proper area for ar- 
teriography associated with such findings is outlined 
in Table 3. 

The surgical risk of inserting an arterial graft is 
gradually diminishing. The risk involved in the use of 
a graft in the extremities is very small. The risk in- 
volved with arterial grafts in the trunk, although 


132 


greater, is still sufficiently small as to be quite accepta- 
ble. 

Arterial grafts may be carried from the aorta to the 
popliteal artery, if necessary, but shorter grafts gener. 
ally are more successful. The great majority of arterial 
grafts used for purposes of increasing blood flow are 
inserted below the level of the renal arteries, i.c., in the 
lower aorta, the iliac, femoral or popliteal arteries, 
Recently grafts have been successfully employed to in. 
crease the blood flow to local visceral areas where 
arterial stenosis has resulted in inadequate flow. No 
doubt in the future other areas of local stenosis and 
occlusion will be attacked surgically. Areas of coarcta- 
tion of the aorta were among the first lesions operated 
upon. 

Grafts of the internal and common carotid arteries 
have been inserted and followed by dramatically suc- 
cessful results. The clinical entity of vascular in- 
sufficiency of the brain is now being diagnosed with 
greater frequency. It is being recognized that stenosis 
and occlusion of the internal carotid artery occurs far 
more frequently than was previously thought. 

It has been appreciated for some years that stenosis 
of one renal artery could produce hypertension in the 
laboratory animal. Occasional cases of hypertension 
arising from this cause were reported in man, and 
these lesions also are now being found more frequently. 
Here again arterial grafts have been used successfully. 


Endarterectomy 


Another method of direct attack upon arterial seg- 
mental block is endarterectomy. By this method the 
occluding mass of thrombus and §arteriosclerotic 
plaques is removed from within the vessel itself. The 
cleavage plane usually lies in the media of the vessel. 

When used properly, this method too has given ex- 
cellent results and restored the normal arterial flow. It 
has the advantage of not leaving foreign tissue within 
the body. It also may occasionally open up some of the 
collateral circulation which arises from the portion of 
the vessel that was blocked. On the other hand, it has a 
higher incidence of early thrombosis than does arterial 
grafting. 

With improvements in technique this method of 
restoration of blood flow may be considerably extended. 
Recent attempts have been made by this method to 
remove segmental blocks from vessels too small to graft. 


Embolectomy 


In cases of acute ischemia resulting from an arterial 
embolus, direct arterial surgery should be employed 
when possible. The operative removal of an embolus 
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may be a dramatically curative procedure. Embolectomy 
should be carried out as promptly as possible, pre- 
ferably within eight hours of onset. The factors that 
determine the length of time in which an embolus may 
be successfully removed are the patency of the distal 
vessels and the viability of the distal tissue. 

As a rule, arterial emboli lodge at a major bifurca- 
tion of the artery involved. Thus emboli traveling 
toward the legs often lie at the following bifurcations: 
aorta, common iliac artery, femoral artery, popliteal 
artery. They may lodge in the innominate or carotid 
bifurcation or at a major branch of the axillary or 
brachial arteries. 

With the cessation of flow that occurs following the 
plugging of the vessel by the embolus, the blood distal 
to it may clot and form a solid cast of the vessel. It is 
to prevent such an occurrence that immediate antico- 
agulation therapy with heparin is recommended. Such 
therapy will materially lengthen the period of time 
during which an embolus may be successfully removed, 
and does not usually make surgery more difficult. If 
bleeding is troublesome at operation, protamine may 
be used. 

The localization of an embolus is usually not difficult. 
The examiner may be deceived, however, by the fact 
that the pulse can be felt immediately above the area of 
block. Thus a femoral pulse is easily palpable when an 
embolus lies at the bifurcation of the femoral artery, 
and a popliteal pulse may be palpable with a popliteal 
embolus. An oscillometer is often helpful in accurately 
localizing such a block. 

Direct approach to the vessel in the area of the oc- 
clusion is the preferred method of treatment. Attempts 
to remove emboli from a distance by intraluminal 
strippers should not be made if they can be safely 
avoided. Distal thrombi may be removed by suction, by 
“milking” the vessel, or even by making a distal in- 
cision and using forceful retrograde flushing. With 
such techniques, vessels that previously would have 
remained blocked are frequently cleared, with resultant 
preservation of tissue. 


Specific Nonobstructive Vascular Lesions 


ANEURYSM 


Within the last ten years, the surgical treatment of 
aneurysms has been generally altered. Prior to this 
time, sporadic therapeutic attempts had been made 
with coagulation, external compression, and fibrosis 
through irritation, but the advent of vascular grafts 
has permitted removal of such lesions. The present 
treatment of choice for aneurysms is excision. In cer- 
fain areas excision of aneurysms still carries high risk 
and conservative methods may be preferred, but when 
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RELATION OF PHYSICAL FINDINGS 
TO X-RAY PROCEDURE 

Probable Location X-Ray Procedure 
Pulses of Block Indicated 
Good popliteal Below knee None—grafting 

impractical 
Absent popliteal, Superficial femoral Femoral arteriogram 
present femoral 
Absent femoral— Iliac Aortogram 
opposite femoral 
present 
Both femorals absent Aorta Aortogram 
Table 3. 


the risk can be brought to reasonable levels, all 
aneurysms ideally should be removed and the con- 
tinuity of the vessel restored. 

The threat of rupture of aortic aneurysms is great. 
Approximately 35 per cent of patients with untreated 
aortic aneurysms die within one year of the time of 
diagnosis. Of this 35 per cent, about one-half die from 
rupture of the aneurysm. Aneurysms of the iliac artery 
may likewise rupture. In addition, aneurysms fre- 
quently cast off emboli and cause obstruction of distal 
arteries. Aneurysms of the popliteal artery are prone 
to sudden thrombosis leading to acute ischemia and 
loss of the leg. For these reasons aneurysms should be 
excised and the arterial continuity restored. 


ARTERIOVENOUS FISTULAS 


Arteriovenous fistulas may be either congenital or 
acquired. The latter result from some type of trauma, 
are characteristically solitary, and are therefore amen- 
able to surgery. These lesions are treated by oblitera- 
tion of the communication between the artery and the 
vein. Ideally both the artery and the vein are preserved 
by suturing them directly or, if necessary, by using a 
graft. If one vessel must be sacrificed, it is generally 
preferable to sacrifice the vein. 

When acquired fistulas have “matured” it may be 
possible to carry out a “quadruple ligation,” which 
consists of removing the segment of the artery and vein 
involved in the fistula and ligating the proximal and 
distal portion of both vessels. The propriety of doing 
this depends on adequate collateral circulation which 
tends to develop with time. 

Acquired arteriovenous fistulas are best operated 
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Figure 1. Relationship of site of arterial 
obstruction to considerations about sur- 
gical treatment. (a) Segmentat block of 
femoral artery—suitable for direct ar- 
terial surgery. (b) Block of femoral artery 
without patency of major distal vessel— 
unsuitable for arterial surgery. (e) Block 

of distal popliteal artery—unsuttable for 4 j 


direct arterial surgery. (d) Segmental 4 WN 
block of iliacartery—suttable for arterial 

surgery. (e) Block of terminal part of 
aorta and common iliac arteries (Leriche 
syndrome)—suitable for arterial surgery. 


upon either promptly or after the passage of several _ precipitated. Locally, one finds a reduction and even 
months when the collaterals have developed and the reversal of the arterial flow distal to the fistula, at least 
reaction about the lesion has subsided. When untreated, _in the early period, as well as a greatly increased 
they may give rise to progressive local and systemic venous pressure which usually leads to the develop- 
effects. Systemic effects include an increase in blood __ ment of varices. 

volume and cardiac work. The heart is overburdened Congenital arteriovenous fistulas, in contrast to the 
because of the greatly increased flow that results from —_ acquired ones, are usually multiple. They frequently 
the arteriovenous fistula. The cardiac output increases _ result in an overgrowth of the part involved and may 
under these conditions, and heart failure may be __ be very extensive. They produce the same deleterious 
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systemic effects. Because of their multiplicity, it is 
usually impossible to obliterate them successfully, and 
arterial surgery is usually not helpful. Amputation may 


be required to control such lesions if they lead to heart 
failure. 


Scatenus ANTICUS SYNDROME 


Scalenus anticus syndrome, with or without the 
présence of a cervical rib, is usually amenable to surgi- 
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cal therapy if conservative treatment fails. Infiltration 
of the muscle with local anesthesia may give sympto- 
matic relief for surprisingly long periods. Section of 
this muscle is technically easy and carries very little 
risk. By cutting this muscle, the first rib is allowed to 
drop a little and the muscle itself can no longer act as 
a bowstring across the subclavian artery. 

When a cervical rib is present, either it or a fascial 
strand running from its tip may still impinge on the 
artery or brachial plexus after simple section of the 
muscle and it is for this reason that we believe at least 
the tip of the rib should be removed. 

In other patients the artery is actually compressed 
between the first rib and the clavicle when the shoulder 
is abducted. Under these conditions a portion of the 
first rib or clavicle may have to be removed in order to 
obtain relief. 


Giomus TuMoRsS 


Glomus tumors when present can only be relieved 
by excision. Many of them are situated beneath the 
fingernails, or on the finger tips. They characteristically 
are small lesions, but very painful. Their surgical ex- 
cision does not constitute a major problem. 


HEMANGIOMAS 


The treatment of hemangiomas will vary with their 
size and location. If they can be treated soon after 
birth by destruction or excision they are often best 
handled in this manner, for they otherwise frequently 
grow quite rapidly during the first few months. A 
surprising number will then spontaneously regress, 
however, and even disappear completely if left un- 
treated. If they are large when first seen, or are in areas 
where the excision would leave a significant deformity, 
it is often wise to observe them for some years to see if 
spontaneous regression will occur. Such regression 
usually occurs before the age of 7 or 8 if it is going to 
take place. We do not recommend the use of x-ray 


therapy. 


Choice of Treatment 


When deciding how to treat a particular patient, the 
problem frequently resolves itself into whether or not 
surgical therapy should be used. Medical treatment 
can and should be used in conjunction with surgery, 
if surgery is undertaken. Before deciding on the use of 
surgery, however, the risks involved both in its use and 
in failing to use it must be evaluated, as well as the 
possible benefit it may give. In some conditions, such 
as thromboangiitis obliterans and Raynaud’s disease, 
direct arterial surgery has no place, but sympathectomy 
may be helpful. In other conditions, such as arterial 
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emboli, direct surgery has possibilities for benefit that 
far exceed those of any other form of treatment. 

In chronic obstructive disease, such as segmental 
arteriosclerotic occlusion, many factors must be con- 
sidered before subjecting a patient to surgery (Figure 
1). A determining factor often will be the threat of loss 
of tissue. One may hesitate to suggest an arterial graft 
to a patient whose only complaint is that of claudica- 
tion while playing golf, whereas we have no hesitation 
in recommending one if the patient is threatened with 
gangrene. Unfortunately, the latter patient is fre- 
quently less suitable for direct arterial surgery than the 
former. Likewise economic factors may greatly in- 
fluence a decision. We are more inclined to recommend 
surgery for a patient whose claudication interferes 
with his livelihood than for one who is only incon- 
venienced by the same degree of claudication. 

Follow-up studies of patients having arterial grafts, 
particularly of the smaller vessels, point to a high 
percentage of recurrent obstruction. Some of these 
occlusions undoubtedly are due to progression of the 
disease, others to changes within the graft itself. It is 
still too early to know the ultimate results that can be 
anticipated from the use of peripheral grafts, par- 


ticularly of the newer prosthetic materials. In condj- 
tions that threaten a life or limb, there is «lready 
abundant evidence that the use of such grafts is wholly 
warranted. In conditions that do not threaten either 
life or limb, some degree of conservatism is certainly 
indicated. 

At the present time we are inclined to advise direct 
arterial surgery for patients who have a major degree of 
ischemia, or for those with claudication that interferes 
materially with their daily occupation. We recommend 
the excision of aortic aneurysms unless the patient’s 
general condition is such that he is unlikely to survive 
the procedure. We likewise recommend the excision of 
iliac, femoral and popliteal aneurysms. We recommend 
embolectomy even in seriously ill patients. We recom- 
mend sympathectomy only in the hope of increasing 
skin flow and not for claudication alone. 

In summary, medical therapy, particularly including 
the proper care of the feet, is indicated in all patients 
with ischemic legs, the most frequent problem in 
peripheral vascular disease. In certain of these cases, 
and in other peripheral vascular problems, surgical 
treatment may give additional and sometimes dramatic 
benefit, resulting in the saving of life or limb. 


Occupational 
Medicine 


Ir BEHOOvEs the medical profession . . 
private practice can provide occupational health service to all employee groups in their com- 
munity, and to do so in a manner that is satisfactory to all groups concerned. The medical 


. to encourage arrangements whereby physicians in 


profession should make it possible for physicians in private practice to promote occupational 
health without risking ostracism by their colleagues. 
To protect its enterprising members, the medical society must draw up and promulgate 


guides on the practice of occupational medicine, full time, part time or on call, patterned on 
applicable pronouncements by the American Medical Association, and administered fairly and 
consistently. Among these the most important are statements prepared by the Council on In- 
dustrial Health, particularly that on the scope, objectives and functions of occupational 
health programs, published in the Journal of the American Medical Association (July 6, 1957, 
pp- 1104-1106). 

Harmonious, cooperative and effective relaions between the plant physician and the 
private practitioner must be maintained because both are essentially interested in the health of 
the worker—the plant physiciah in his capacity as guardian of his health on the job and the 
private practitioner as his family physician. The genuineness and the effectiveness of their 
cooperation could have an important, if not critical, bearing upon the health of the worker. 
Each would derive improvement in his skill and capabilities, as well as peace of mind and 
satisfaction, from maintaining the closest possible cooperation and communication with the 
other. 

In summary, the best occupational health services possible should be provided to as many 
of the country’s working population as possible. This goal can be achieved only if a far greater 
number of private physicians serve industry, part time or on call. This requires, and should 
make for, the closest cooperation and understanding among all physicians in their profes- 
sional capacity as well as in their capacity as members of the medical society. —B. D. Houtand, 
M.D., Pub. Health Rep., 72: 1073, 1957. 
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Terminal Bronchiolar Carcinoma 


SPAIN REPORTS 12 cases of terminal bronchiolar car- 
cinoma associated with various degrees of interstitial 
inflammation and fibrosis of the lung. In addition to 
fibrosis in close association with the malignancy, there 
was also fibrosis in areas unrelated to the tumor. 

The author postulates that tumors may develop in 
an environment of chronic inflammation and fibrosis of 
the lungs, particularly those of the interstitial type in 
which regenerative alveolar epithelial hyperplasia has 
occurred. There was no single specific etiologic agent 
responsible for all of the cases of interstitial fibrosis of 
the lung. They developed from several sources and 
occurred in a variety of disease states. 

Thus, it is plausible that whether the fibrosis is 
secondary to unresolved interstitial viral pneumonia, 
to a reaction to exogenous irritants such as beryllium 
deposits, or to some other cause, the associated alveolar 
lining hyperplasia, which at times is very atypical and 
bizarre, may become carcinomatous. An analogy is 
made to the situation in the liver when hepatocellular 
carcinoma develops upon a background of the re- 
generative hyperplasia of liver cells that occurs in 
hepatic cirrhosis irrespective of the etiology of the 
cirrhosis. (Am. Rev. Tuberc., 76:599, 1957.) 


Steroid Therapy in Tuberculosis 


Tue Committee on Therapy of the American Trudeau 
Society has issued a statement on the indications for 
adjuvant corticotropin and corticosteroid therapy in 
tuberculosis. Tuberculous meningitis is the only form 
of tuberculosis in which there is a measure of agree- 
ment about the indications for steroid therapy. Ad- 
junctive hormone therapy in this form of meningitis 
cannot be recommended as a routine, but it should be 
reserved for patients in coma and for those who do not 
improve rapidly on standard antimicrobial therapy, 
particularly those with manifest block or very high 
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cerebrospinal fluid protein. The optimal duration of 
therapy varies. The usually recommended initial dose 
is 80 units of corticotropin gel, 300 mg. of cortisone a 
day, or equivalent doses of corticotropin zinc, hydro- 
cortisone or prednisone. Doses should be reduced as 
early as possible but may need to be at a high level for 
as long as two or three weeks. It may be necessary to 
continue a smaller maintenance dose for three or four 
months or even longer. 

Apart from meningitis, there are no clearly formu- 
lated indications for hormone therapy in tuberculosis. 
Such therapy may be effective and possibly life-saving 
in fulminating pulmonary or disseminated tuberculosis 
in patients severely ilk with respiratory distress and 
who don’t respond to standard antimicrobial therapy. 

The mechanism by which the hormones reverse an 
unfavorable course and perhaps accelerate the im- 
provement beyond what may be expected of anti- 
microbial therapy alone is obscure. The phenomenon 
is not explained in all of its aspects by an anti-inflam- 
matory effect, by adrenocortical replacement in adrenal 
exhaustion or by something that occurs at the cellular 
level to make the infection more susceptible to the 
drug. At any rate, adjuvant hormone therapy is less 
dangerous than had been feared. This is true only, 
however, in drug-susceptible tuberculous infection. 
(Am. Rev. Tuberc., 76:708, 1957.) 


Albuminuria in Athletes 


Morean and his colleagues examined the urine of 
college athletes before, immediately after and seven to 
nine days following participation in intercollegiate 
contests. 

Seventeen football players with normal pre-game 
urinalyses showed albuminuria, trace to 3+, immedi- 
ately following the game. Three had microscopic 
hematuria, and nine had hyaline or granular casts. 
Nine days later, two still had albuminuria, and two 
still showed microscopic hematuria. 
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Three out of four runners with normal pre-race 
specimens had 3+ albuminuria following the race. The 
other had 1+. Three had microscopic hematuria and 
two had casts. Urines were normal nine days later. 
Similar findings were noted in basketball players. 

These authors confirm that albuminuria, casts and 
even microscopic hematuria are common findings after 
athletic contests, and that bodily contact is not neces- 
sary for their occurrence. (J. Lab. & Clin. Med., 
50:935, 1957.) 


The Dependency of Thyroid Cancer 


EXPERIMENTAL THYROID TUMORS, benign and malignant, 
dependent and autonomous, have been produced in 
the mouse and the rat. It has been found that these 
tumors may be influenced by the action of a goitrogen. 
By reducing the circulating thyroxin, the goitrogen 
increases the thyrotrophic hormone which promotes 
the growth of the tumor. Conversely, where the thyro- 
trophic hormone was decreased, the growth of the 
tumors was slowed. 

In a review of the experimental and clinical literature 
on thyroid cancer, Thomas believes that the more 
common thyroid cancers, papillary and aveolar, show 
a degree of hormonal dependency. By decreasing the 
amount of circulating thyrotrophic hormone, it has 
been possible in certain cases of thyroid cancer to 
shrink both primary and metastatic tumors. This was 
accomplished by giving large oral doses of desiccated 
thyroid to patients with thyroid cancer. As in experi- 
mental animal observations, it was observed clinically 
that when the level of circulating thyrotrophic hor- 
mone was high, the growth of the tumors appeared to 
be stimulated. (Ann. Surg., 146:879, 1957.) 


Bronchiectasis and Acute Pneumonia 


FACTORS THAT SHOULD LEAD one to suspect bronchiec- 
tasis following an acute pneumonia are described by 
Ruberman and his associates. Bronchiectasis should be 
considered when the roentgenogram. shows very slow 
resolution of the pneumonic process. The density 
should be present for at least one month and preferably 
for two months, to be considered significant. Although 
the extent of the density has no diagnostic significance, 
the appearance of the abnormality is of some value in 
that the presence of peribronchial mottling adds some- 
what to the possibility that bronchiectasis is present. 
Persistence of parenchymal rales, prolonged fever and 
leukocytosis and continued productive cough rendered 
the diagnosis of bronchiectasis more likely. Although 
the above-described findings were very suggestive, a 
bronchogram is indicated regardless of the strength of 
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equivocal suspicion of bronchiectasis since i: alone 
provides objective evidence of the presence and extent 
of the disease. (Am. Rev. Tuberc., 76:761, 1957.) 


Coronary Perfusion in Repair of Atrial Septal Defects 


MALONEY AND HIS ASSOCIATES believe that a “metabolic 
debt” develops in the myocardium during the period 
of circulatory occlusion under hypothermia for cor- 


’ rection of interatrial septal defects. This debt, rather 


than hypothermia itself, appears to be a more logical 
explanation of ventricular arrhythmias occurring with 
this technique. 

By perfusing the coronary arterial system with 
heparinized arterialized blood during the period of 
circulatory interruption, there was a reduction in the 
complications due to cardiac arrhythmias. 

The authors recognize that although coronary per- 
fusion reduces the hazards of open-heart surgery under 
hypothermia, the same fundamental criticism of the 
hypothermia technique remains—that is, limitation of 
operating time within the heart. Occlusion of the cir- 
culation for periods longer than ten minutes is likely 
to produce cerebral damage. (J. Thoracic Surg., 34: 
580, 1957.) 


Oxytetracycline and Isoniazid in the Therapy of 
Tuberculosis 


Although isoniazid plus para-aminosalicylic acid is 
now the combination most often chosen in the therapy 
of tuberculosis, there are certain limitations to this 
regimen. The use of para-aminosalicylic acid is some- 
what restricted by the frequent occurrence of gastro- 
intestinal irritation when proper dosage is used. 

Bachman and Freund used 1 Gm. of oxytetracycline 
daily in divided dose along with isoniazid in the ther- 
apy of 16 patients with advanced pulmonary tubercu- 
losis. Their impression is that this combination was 
fully as effective as, and in a few instances perhaps more 
effective than, any other combination of antitubercu- 
losis drugs. They suggest the use of oxytetracycline as 
an ancillary drug together with isoniazid, streptomycin 
or viomycin for all patients in whom para-amino- 
salicylic acid cannot be employed. (Dis. of Chest, 32: 
520, 1957.) 


Biliary Tract Cancer After Injection of Thorotrast 


OKINAKA AND HIS ASSOCIATES report the clinical and 
autopsy findings of a female patient who died of car- 
cinoma of the common bile duct 11 years after having 
received an injection of Thorotrast. The authors de- 
termined that the deposition in the liver after 11 years 


GP Volume XVII, Number 4 


own 


a 
: 
( 
\ 
‘ 
A 


alone 
extent 


was 18.7 per cent, and in the spleen 25.8 per cent. 
Thus, the residue in both of these organs was still high. 
Although there was no direct proof that long thorium 
irradiation caused the cancer, some etiologic relation- 
ship could not be excluded. (Am. J. Roentgenol., 78: 


812, 1957.) 


Iron by Injection 


McCurpy, RaTH AND MEERKREEBS assayed the effect of 
an injectable form of iron for the treatment of iron- 
deficiency anemia. The new compound—an iron- 
dextran complex (Imferon)—was used in 60 patients, 
with responses that were uniformly good when the 
iron-deficiency anemia was not complicated by infec- 
tion, cancer or liver disease. 

The drug was injected intramuscularly into the 
upper outer quadrant of the buttock in a preliminary 
dose not larger than 500 mg. When the patient’s blood 
showed a definite response to that test dose, a “total 
dose” was calculated for each patient on the basis of 
the following formula: 


(Ha-H, X 250) +750 =D, 
4 


where H, and Hy, are the normal and patient’s hem- 
atocrit respectively, and D, is the total dose in milli- 
grams of elemental iron. This total dose also provides 
for restitution of iron stores. 

Injections of the iron-dextran complex usually cause 
local discomfort. In five patients there was local dis- 
coloration of the skin at the injection sites owing to 
leakage along the needle track. Medication was dis- 
continued only once because of side effects—this in a 
patient in whom dyspnea, paresthesias and epigastric 
pain followed an injection of 500 mg. of iron. There 
was no way to know whether this was a reaction to the 
drug or to the combined effect of anxiety and severe 
anemia. 

The authors noted that indiscriminate use of injec- 
tions of iron should be discouraged. Oral iron therapy 
is as effective and certainly to be preferred in most 
cases because it is less expensive and less likely to pro- 
duce side effects and it does not have the potential dan- 
ger of iatrogenic hemochromatosis. Indications for 
parenteral iron therapy include intolerance of oral 
iron therapy; poor absorption of iron from the gas- 
trointestinal tract, as in diseases such as sprue; and the 
need to create iron stores. The last of these indications 
usually occurs in a patient who has a chronic bleeding 
lesion, unidentified or uncorrectable. In such cases, 
iron given by mouth may not be absorbed fast enough 
ns ae the loss. (New England J. Med., 257:1,147, 
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Coronary Sinus Potassium and Arrhythmia 


Ir Is KNOWN that the potassium solutions injected into 
the coronary stream elicit extrasystoles. Since anoxic 
cells liberate potassium, it has been suggested that 
arrhythmias in myocardial ischemia are due to potas- 
sium released at the boundary of an infarct. These con- 
siderations led Cherbakoff and his colleagues to ex- 
periment with infusions of insulin-glucose or sodium 
bicarbonate that are said to counteract cellular release 
of potassium. 

The descending branch of the left coronary artery 
was ligated. The plasma potassium level of coronary 
sinus blood increased promptly and ventricular fibrilla- 
tion occurred within 20 minutes. Premature ventric- 
ular contractions developing into ventricular tachy- 
cardia preceded fibrillation in all cases. 

Infusions of insulin-glucose or sodium bicarbonate 
lowered coronary sinus potassium to half the control 
value. Then, in over half the animals, ligation was not 
followed by either rising coronary sinus potassium or 
arrhythmia. Although there were many individual 
variations, typical sequences are shown in the diagram 
below. 

The authors believe that these factors will play a role 
in our final understanding of the fatal outcome of 
coronary occlusion. (Circulation Research, 5: 517, 
1957.) 


K+ meq./L. 


Simplified scheme of experiments of Cherbakoff, Toyama and 
Hamilton. Control animals are represented by solid line. Numbers 
signify extrasystoles per minute. Animals pretreated with insulin- 
glucose infusions are represented by broken line. This group showed 
lower coronary sinus plasma K*, fewer arrhythmias and prolonged 
survival following coronary artery ligation. 
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Mammary Cancer and 3-Methylcholanthrene 


Huceins anpD McCartuy have given 3-methychol- 


anthrene to six patients with far-advanced metastatic — 


mammary cancer. Five of these patients had been 
previously treated by odphorectomy and bilateral 
adrenalectomy; this treatment had caused no regres- 
sion of the disease. 

The 3-methylcholanthrene was administered orally 
in 50-mg. doses daily, or intramuscularly in 20-mg. 
doses. The oral method was soon discontinued because 
of annoying side effects. The maximum dosage given 
was 2.04 Gm. over a period of 102 days. 

In five of the six patients so treated there was sub- 
jective and objective evidence of inhibition of the 
metastatic tumor. In one patient this was of major 
magnitude. In the sixth patient no effect on the tumor 
growth was observed. In a short followup of nine 
months, no tumors caused by the use of 3-methylchol- 


anthrene have been observed. (Cancer Research, 17: 
1028, 1957.) 


Radiation Cancer of Neck 


GOULDEN HAS ANALYZED 24 patients in England who 
developed cancer of the pharynx (18), larynx (5) and 
thyroid (1) following irradiation of the neck. The irra- 
diation had been for benign disease, either thyrotoxico- 
sis or tuberculous adenitis, with one patient receiving 
radiation therapy for goiter and one for syringomyelia. 
The exact radiation dosage in each patient was not 
known. All received multiple exposures; most devel- 
oped skin changes. There was a long latent period 
between the radiation therapy and the development of 


cancer (10 to 35 years; mean 25 years). (Brit. J. Rad., 
30:897, 1957.) 


Preanesthetic Medication 


PREOPERATIVE MEDICATION is assumed to establish psy- 
chic tranquillity, elevate the pain threshold, counteract 
side effects of the anesthetic agent and depress the 
reflex irritability of the central nervous system. Taylor, 
Doerr, Gharib and Faulconer have evaluated the effect 
of the preanesthetic medication on the ether content of 
arterial blood required for surgical anesthesia. 

The patients were divided into seven groups. Group 
one was given hypodermically 0.4 mg. of atropine 
sulfate 45 minutes before anesthesia ; this group served 
as controls. Group two was given 10 mg. of morphine 
sulfate and 0.4 mg. of atropine sulfate ten minutes 
before anesthesia. Group three received intravenously 
50 mg. of meperidine hydrochloride and 0.4 mg. of 
atropine sulfate 30 minutes before anesthesia. Group 
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four received intravenously 200 mg. of pento!.rbital 
sodium approximately ten minutes before anes hesia, 
Group five received intramuscularly 50 mg. of chlor- 
promazine diluted with 2 ml. of a 1 per cent solution of 
procaine hydrochloride one hour before anesthesia, 
Group six received intravenously 2.5 mg. of levorphan 
tartrate plus 0.25 mg. of levallorphan ten minutes before 
anesthesia, preceded by a hypodermic injection of 0.4 
mg. of atropine sulfate 30 minutes before anesthesia. 
Group seven received 1 Gm. of ethinamate approxi- 
mately one hour before anesthesia, followed by a hypo- 
dermic injection of 0.4 mg. of atropine sulfate about 30 
minutes before anesthesia. 

The results of these experiments revealed that the 
use of pentobarbital (Group four) was associated with 
the smallest concentration of ether. Premedication with 
chlorpromazine, meperidine and morphine (Groups 
two, three and five, respectively) required a significantly 
lower concentration of ether than the controls (Group 
one). No significant reduction in the ether requirement 
was noted in Groups six and seven (levorphan and 


levallorphan or ethinamate). (Anesthesiology, 18:849, 
1957.) 


Tobacco Carcinogenesis 


Wynper AND Mann have studied the carcinogenic 
effect on mouse skin of tar obtained from the smoke 
from filtered cigarettes versus unfiltered cigarettes. 
Their results show that the tars obtained have equal 
carcinogenic effects. The advantage of the filter was 
that from 10 to 30 per cent of the tar was removed. 
However, the authors recommend that a filter should 
be developed that would remove at least 40 per cent 
of the tar. This would reduce the amount of tar in the 
smoke of a king-size cigarette to a level that appears 
statistically to be relatively harmless. (Cancer, 10:120, 
1957.) 


Antibiotics on Granulating Wounds 


DISAGREEMENT EXISTS as to the usefulness of antibiotic 
ointments in the local preparation of a burn wound for 
grafting. Hummel, Rivera and Artz designed an ex- 
periment in burned patients to evaluate antibiotic oint- 
ments. All patients were grafted within 60 days of the 
burn. The ointments evaluated were: 1 per cent 
Furacin in petrolatum; 1 per cent chloramphenicol in 
petrolatum; 10 mg. per Gm. of tetracycline and 10 mg. 
per Gm. of neomycin sulfate in petrolatum ; 30 mg. pet 
Gm. of oxytetracycline and 10,000 units per Gm. of 
polymyxin B in petrolatum; and 400 units per Gm. of 
bacitracin, 5 mg. per Gm. of neomycin sulfate and 
5,000 units per Gm. of polmyxin B in petrolatum. The 
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ointments were incorporated in the dressings and 
applied locally. 

A separate group of patients treated with petrolatum 
alone served as a control. 

Evaluation of the results of healing revealed that the 
antibiotics were in no way superior to petrolatum. 


(Arch. Surg., 146:808, 1957) 


Aortic Atherosclerosis 


CREECH MADE several observations in patients under- 
going surgery for aortic atherosclerosis that suggest 
new methods of study of this disease. He points out 
that there are two types of aortic occlusive disease. In 
the incomplete type, atheromatous mural deposits 
narrow the lumen to a point where significant reduc- 
tion in blood flow occurs. In complete occlusion, distal 
blood flow occurs solely by collaterals. Below a com- 
pletely obliterated segment, the pressure reduction is 
much greater than in incomplete occlusion (see dia- 
gram at the right). 

Peripheral atherosclerosis is much more frequent in 
those with incomplete occlusion. This is further evidence 
that the arterial pressure is a factor in the formation of 
atheromata. Infrequency of peripheral involvement in 
complete occlusion suggests that below a critical pres- 
sure level these lesions are not formed. In some in- 
stances, restoration of the aorta following resection of 
a completely occluded bifurcation has been followed, 
within months, by the appearance of atherosclerotic 
lesions in distal arteries. 

Four human aortic homografts recently were ex- 
amined two years after transplantation to patients with 
atherosclerosis. Three revealed lesions of atheroma- 
tosis indistinguishable from those in the adjacent 
aorta. Here, then, is an opportunity to study the 
systemic metabolic factors active in human athero- 
sclerosis. 

Patients operated on for aortic occlusive disease are 
in the later decades and have relatively short life ex- 
pectancies. The time from operation—when the arterial 
system can be carefully examined—to death can be 
used to investigate such factors as lipid metabolism. To 
date, “before and after” observations have not been 
made in humans. 

Creech observes that atherosclerosis is far more com- 
mon in young adults than previously recognized. At 
one time it was thought that ischemic symptoms in the 
lower extremities before the age of 40 were due to 
thromboangiitis obliterans. Arteriographic studies and 
observations at operation show that the majority of 
these patients are victims of atherosclerosis, and that 


thromboangiitis is rare indeed. (Am. Heart J., 54:641, 
1957.) 
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Collateral 
Channels 


Diagram of Creech’s observation that below a com- 
pletely occluded aortic segment (@) the pressure 
reduction is greater than below a partially occluded 
segment; (b) the vessels distal to the partial occlusion 
are much more prone to become atherosclerotic. 


Pilonidal Cyst 


Harpaway Reports that 77,637 soldiers with a diag- 
nosis of pilonidal cyst were admitted to Army hospitals 
from 1942 to 1945. The hospital admission rate was 
approximately three per 1,000 soldiers and was fairly 
constant from 1944 to 1953. In 1956, the admission 
rate fell to almost one per 1,000 soldiers. He believes 
that these results were due in part to a better under- 
standing of the etiology of pilonidal cyst. 

Evidence has accumulated that such a cyst may be 
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caused by a hair being introduced into the skin cleft. 
Motion causes the hair to erode the skin, forming a 
sinus tract which is kept open by the constant foreign 
body reaction of the hair. The treatment is based on 
meticulous hygiene of this area including frequent 
shaving and hexachlorophene scrubbing. If an abscess 
is present, the patient is hospitalized and the abscess 
drained. Excisional surgery is rarely performed and 
only after failure of the conservative measures. The 
author recommends that soldiers with this condition 
should be assigned to jobs requiring little riding in 
military vehicles. (Arch. Surg., 76:143, 1958.) 


Homografts on Incisional Hernias 


UsHER HAS USED LYOPHILIZED homograft of dura mater 
in the repair of 15 incisional hernias which were too 
large to allow closure by imbrication of the fascial 
layers. In the follow-up study, there have been two 
recurrences to date but no wound infection. Biopsies 
in two hernias have shown the dura mater graft to be 
replaced by white fibrous tissue which is pliant, strong 
and two to three times the thickness of the original 


graft. (Arch. Surg., 76:58, 1958.) 


Antibiotic-Resistant Staphylococci 


CASWELL AND HIS ASSOCIATES have meticulously studied 
the infections occurring in one year in a general hos- 
pital. The most significant problems were the infec- 
tions by the antibiotic-resistant Staphylococcus aureus. 
It was found by bacteriophage typing that one strain of 
the organism accounted for approximately 50 per cent 
of all staphylococcal postoperative wound infections 
and pneumonias, 76 per cent of the cutaneous ab- 
scesses and 80 per cent of the cutaneous infections in 
hospital personnel. Only 16 per cent of patients ad- 
mitted with established staphylococcal infection were 
infected with this strain of staphylococcus. 

This type of staphylococcus was resistant to peni- 
cillin, streptomycin, tetracycline. and erythromycin, 
and about 50 per cent were resistant to magnamycin. 
Almost all of this strain were sensitive to novobiocin 
and neomycin and all were susceptible to bacitracin 
and chloramphenicol.’Only 4 per cent of the staph- 
ylococci isolated from the nasal passages of hospital 
personnel were of this variety. 

Strict measures to control the problem consisted 
of prolonging the surgical scrub to ten minutes fol- 
lowed by a 70 per cent alcohol rinse, use of more im- 
pervious masks, care to prevent contamination by 
shoes and clothing from other areas of the hospital, 
segregation of infected patients. These measures re- 
duced the wound infection rate from 5 per cent in 
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10,000 operative wounds to less than | per ceni. The 
authors believe that successful control of these jnfec- 
tions must be predicated upon strict sterile techy iques 
combined with intelligent limitation of the use of anti- 


biotic agents. (Surg., Gynec. ez Obst., 106:1, 1958.) 


Electrical Burns 


Ir Is IMPOSSIBLE to assay the damage caused by electrical 
burns for days and sometimes for weeks. Skin resis- 
tance to the passage of current is high. The resistance 
decreases with the deeper tissues except with bone 
which has the highest resistance of all. As the current 
passes through high-resistance areas, heat is generated, 
and in an electrical-area burn, the temperature may 
reach 3,000 degrees centigrade. After the patient has 
received emergency medical treatment and has sur- 
vived the systemic effects of the passage of current 
through the body, the problems of local wound 
management arise. 

Lewis believes that primary repair or an amputation 
should be deferred until the progression of tissue 
damage, bone sequestration, demarcation of dead tis- 
sue, deep necrosis, separation of sloughs and the 
tendency toward progressive thrombosis have stabilized 
or ceased. This is significantly true in the upper ex- 
tremities where a finger or even an arm may appear 
viable soon after injury but subsequently becomes 
cyanosed and ischemic in a few days. Normal appear- 
ing granulation tissue often persistently fails to nour- 
ish skin grafts until the latent period has passed. 
Purposeful delay may avoid the unfortunate necessity 
of possible multiple operations and prevent a serious 
difficulty such as uncontrollable hemorrhage during 
premature surgery. (J. Bone ¢> Joint Surg., 40 A:27, 
1958.) 


Grafting of the Burned Hand 


‘THERE IS UNIVERSAL AGREEMENT that the burned hand 
should be promptly covered by skin grafts following 
removal of nonviable skin by early surgical excision or 
by spontaneous separation. Much argument exists as 
to care of the skin graft to insure maximum healing. 

Cannon has used a simple procedure of caring for 
the skin graft with good results. He believes there is 
value in maintaining normal skin temperature and 
avoiding excessive moisture at the healing surface. He 
has decreased the use of heavy dressings for com- 
pressing and immobilizing skin grafts on granulating 
surfaces and has found that the temperature of the 
graft approximates more closely the normal tempera- 
ture of the skin, and the wound is kept drier by evap- 
oration. (J. Bone ¢> Joint Surg., 40A:79, 1958.) 
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Intragastric Gallstone 


ENTRANCE OF A GALLSTONE into the intestinal tract by 
way of a cholecystoduodenal fistula is not unusual, 
and approximately 1 to 2 per cent of all intestinal ob- 
structions are due to this cause, according to Braxton 
and Jacobson. However, passage of a gallstone into the 
stomach is extremely rare, and in the authors’ review 
of the available literature, they were able to find only 
two cases of intragastric gallstone. In both of these 
cases, the stone passed from the gallbladder into the 
duodenum and then in a retrograde manner into the 
stomach. They report a third case of intragastric gall- 
stone in which the gallstone entered the stomach 
through a cholecystogastric fistula. The patient was 
an elderly male with a long history of gallbladder 
disease. Entry of the gallstone into the stomach was 
marked by a long episode of severe epigastric pain 
which radiated around the left costal margin to the 
back. (Am. J. Roentgenol., 78:631, 1957.) 


Scleroderma Kidney Disease 


THE OCCURRENCE OF SCLERODERMA kidney lesions to- 
gether with fatal renal insufficiency is not generally 
recognized, according to Fred and Rambo. The authors 
report the first description of a case of acute renal 
insufficiency due to sclerodermatous kidney disease. 
The patient had the typical skin changes of sclero- 
derma for several years when he suddenly developed 
severe hypertension and renal insufficiency followed 
by total anuria and death in uremia. (Arch. Int. Med., 
100:813, 1957.) 


Chemotherapy in Endocarditis Lenta 


KAIPAINEN AND SEPPALA REPORT on 102 cases of endo- 
carditis lenta. Twenty-nine of the patients were treated 
with penicillin—the total dosage being over 20 million 
units—and 73 were given penicillin combined with 
other antibiotics, mainly streptomycin. At the end of 
six months, 55 per cent of the patients treated with 
penicillin survived. The mortality rate continued to 
rise, and a year after the initiation of treatment, only 
27.5 per cent of the patients were alive. After two years 
the percentage was still 27.5. The survival percentage 
of the patients treated with penicillin combined with 
either streptomycin or broad-spectrum antibiotics was 
71.2 per cent after six months, 60.3 per cent after one 
year and 43.9 per cent after two years. The cause of 
death was heart failure, embolism, or, in one case, 
uremia after the clinical recovery from infection. 
Several factors affect the therapeutic results in endo- 
carditis ienta. Unless the diagnosis is made at an early 
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stage of the disease, the chances of recovery are slender. 
The patient already has such serious cardiac lesions 
that extinguishing the infection no longer improves the 
state of cardiac failure. Often these patients die with 
symptoms of cardiac failure even before the infection is 
cured. Sudden embolism, which may occur at any time, 
adds to the worsening of the prognosis. If the thera- 
peutic results are evaluated clinically on the basis of 
extinction of the infection, quite good results can often 
be expected. But if, in addition to the mortality from 
infection, the deaths caused by heart failure arising 
from the healing of the infection are taken into account, 
the therapeutic results are considerably poorer. (Arch. 
Int. Med., 100:419, 1957.) 


Hereditary Pancreatitis 


Gross AnD ComrorT have accumulated data on three 
unrelated families in which there was evidence of 
hereditary chronic relapsing pancreatitis. The authors 
suggest that the disease is transmitted by an autosomal 
dominant gene. The fable below shows the main dif- 
ferences between the hereditary and sporadic forms of 
chronic relapsing pancreatitis. 

The authors believe that the hereditary form of 
chronic relapsing pancreatitis may occur with more 
frequency than has been realized in the past. They 
state: “When chronic relapsing pancreatitis is en- 
countered in a child or young adult, or when the attacks 
date back to childhood, the hereditary form of the disease 
should be strongly suspected; under these circumstances 
a careful inquiry will not infrequently result in the 
discovery of cases of pancreatitis in others in the 
family.” (Proc. Staff Meet., Mayo Clin., 32:354, 1957.) 


DIFFERENCES BETWEEN THE HEREDITARY 
AND SPORADIC FORMS 
OF CHRONIC RELAPSING PANCREATITIS 


Hereditary 
Age of onset Early childhood 
Incidence in sexes Females more than 
males 
Alcoholism Infrequent 
Gallstones Absent 


Sporadic 


Third or fourth 
decade 


Males more than 


females 
Frequent 


Frequent 
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Breast Abscess 


SARASON AND BAUMAN REPORT that there has been an 
increase in the incidence of puerperal breast abscess 
caused by penicillin-resistant staphylococci. The in- 
fant becomes infected with this pathogen in the nursery 
of the hospital and in turn transmits the infection 
to the mother. 

The authors recommend close watching of the 
breasts during the puerperium, with prompt adminis- 
tration of a suitable antibiotic at the first sign of in- 
flammation. Using chloramphenicol for this purpose, 
they believe that a number of breast abscesses have 
been aborted. It is emphasized, however, that anti- 
biotic therapy should not be relied upon alone when 
there is obvious need for surgical drainage of a breast 
abscess. (Surg., Gynec. ¢ Obst., 105:224, 1957.) 


Acidosis Following Cardiac Surgery 


“OPEN-HEART”’ SURGERY, the patient’s circula- 
tion is supported extracorporeally by means of a heart- 
lung machine. It has been recognized that metabolic 
acidosis may follow such operations. The acidosis is 
likely to be most severe at about three hours post- 
operatively. Sometimes the blood pH falls low enough 
to provoke respiratory failure followed by cardiac 
arrest. 

It had been suggested that metabolic acidosis under 
these circumstances is caused by damage to the blood 
itself by the heart-lung machine. Ito, Faulkner and 
Kolff were unable to substantiate that thought. 
Rather, they found that the metabolic acidosis was 
related to a hypotensive state that prevailed before, 
during or after the period of extracorporeal circula- 
tion. Indeed, metabolic acidosis was also found in 
patients in whom an equivalent hypotensive state 
developed in the absence of employment of an extra- 
corporeal circulation. The authors were able to pre- 
vent or reduce acidosis by administering sodium 
bicarbonate by slow intravenous drip during the post- 
operative course. (Cleveland Clin. Quart., 24:193, 
1957.) 


Clinical Manifestations of Hypopotassemia 


DuRING A SEVEN-MONTH PERIOD, 557 cases of hypo- 
potassemia were encountered in 2,786 potassium 
determinations. From these, 50 adult patients were 
selected for closer study. There were 20 males and 
30 females. Hypopotassemia in these cases was associ- 
ated with a variety of diseases. The only one that was 
at all frequent was hepatic cirrhosis (ten patients). 

In nearly every case there were several factors that 
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could have been responsible for the hypopota-semia, 
including inadequate diet, infusions of potassitiin-free 
solutions, vomiting, suction and gastrointestial fis- 
tulas, diarrhea, renal disease, administration of 
steroids, prolonged treatment with diuretics and 
insulin administration. 

The clinical manifestations thought to be ascribable 
to hypopotassemia correlated poorly with the severity 
of the electrolyte disturbance. Moreover, these patients 
had other evidences of serious disease including deple- 
tion of other electrolytes (calcium, chloride). This poor 
correlation was notable in the instance of symptoms 
such as anorexia, abdominal distention, abnormal 
respiratory rate or pattern, muscular weakness or 
impaired mental function. However, there was fair 
correlation of the activity of the deep tendon reflexes 
with the level of potassium in the blood. As the level 
rose under treatment, the deep tendon reflexes gained 
strength. 

The mortality rate of patients with hypopotassemia 
was much higher than the general hospital mortality 
rate. To the authors, this implied that hypopotassemia 
is a frequent accompaniment of life-threatening ill- 


ness. (Am. J. M. Sc., 233:603, 1957.) 


Nephrectomy in Renal Tuberculosis 


In EUROPE, before the era of chemotherapy, certain 
broad concepts of the management of renal tuberculosis 
were generally accepted. Most urologists performed 
nephrectomy in unilateral destructive renal tubercu- 
losis. This operation was done preferably at the time 
when the patient had acquired the greatest possible 
resistance to the tuberculous infection. Most urologists 
did not operate on kidneys when the tuberculosis 
existed in the parenchymatous or nondestructive 
stage. 

Ljunggren has presented the indications for nephrec- 
tomy since the introduction of chemotherapy. In some 
cases it is now possible to achieve clinical and even 
anatomic healing of the tuberculous lesions of the 
kidney with the use of chemotherapy. This has taken 
one to two years of treatment with streptomycin, INH 
and PAS. An important factor in the achievement of a 
good result from chemotherapy is the renal function. 
If this is diminished, an adequate concentration of the 
drugs in the urine cannot be achieved. 

Nephrectomy should be performed in the self- 
nephrectomized, so-called cement kidney. Tuberculous 
pyonephrosis, especially if secondarily infected, and 
kidneys with advanced tuberculosis with severely im- 
paired function should be removed. If the ureter is 
similarly involved, a nephro-ureterectomy should be 
performed. If the decreased renal function is caused 
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bya stricture of the ureter, and the tuberculous kidney 
is not destroyed, the stricture alone should be ex- 
cised. Partial nephrectomy was not highly _recom- 
mended except where “‘sealed-off” lesions were present 
or in cases of large cavities in open communication 


with the renal pelvis. (J. Urol., 78:499, 1957.) 


Metastatic Spread of Skin Cancer 


Karz, UrpacH AND have followed 413 pa- 
tients who had a total of 601 squamous cell carcinomas 
of the skin. Lesions of the vermilion border were not 
included in the total. Of the 413 patients, 20 patients 
had metastatic disease at the time of admission. Of the 
remaining patients, 2.6 per cent developed metastasis 
during the period followed, and the estimate of the 
probability of metastases developing by the end of five 
years ranged from 2.6 to 3.6 per cent. The develop- 
ment of multiple squamous cell carcinomas was 19.8 
per cent in this series. 

By taking the patients when first seen with a single 
lesion and determining the probability of a second 
lesion developing by the life-table method of comput- 
ing, the probability reached 14 per cent by the end of 
the fourth year in males and 5 per cent by the end of 
the third year in females. As was to be expected, there 
was a higher number of males admitted than females. 
The patients in the series studied were primarily 
treated with radiation therapy, although a number of 
patients had surgery, or electrocoagulation, and some 
patients were treated by all three methods. (Cancer, 
19:1,162, 1957.) 


Chemical Débridement 


Katz, REESE AND ByRNE HAVE evaluated 50 patients 
with sloughing, infected ulcers on which papain- 
chlorophyll-urea ointment has been used to débride 
the ulcers. These wounds were of various types in- 
cluding carbuncles, decubitus ulcers, diabetic ulcers, 
varicose veins and others. The ointment was liberally 
applied to the wounds, including all undermined areas, 
and covered with sterile gauze. If a large amount of 
purulent material was present, the dressings were 
changed twice daily, otherwise once daily. At the time 
of the dressing, the purulent material and debris were 
removed by irrigating with 500 cc. of sterile saline or 
hydrogen peroxide solution. 

The results were classed as good in 37 of the 50 
patients, fair in six patients and poor in seven patients. 
The ointment caused no damage to normal tissue, and 
15 patients with local pain, itching and smarting at the 
onset of therapy became asymptomatic after one or two 
days of treatment. (Am. J. Surg., 95:102, 1958.) 
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PANCREATIC LESIONS FOLLOWING 


CORTICOSTEROID THERAPY. 


In 16 of 54 patients there was 
histologic evidence of acute 
pancreatitis or fat necrosis or 


Pancreatitis Due to Adrenal Corticoids 


CarONE AND LIEBOW WARN against the administration 
of ACTH or adrenal corticoids to patients having acute 
pancreatitis or known pancreatic disease. The warning 
was based on the finding of histologic evidence of acute 
pancreatitis or fat necrosis or both in 16 of 54 patients 
who had been treated with steroids (see diagram above). 
Clinically, there had not been diagnostic symptoma- 
tology of the pancreatic lesions. However, the lesions 
were usually mild or moderate, and, even when more 
severe, they were focal, with no evidence of diffuse, 
purulent or hemorrhagic pancreatitis. Still, the authors 
believe that administration of steroids might be dan- 
gerous in patients having pre-existing pancreatic dis- 
ease. To support that contention, they cite a report by 
Baar and Wolff of two children in whom pancreatic 
necrosis and peripancreatic fat necrosis developed fol- 
lowing cortisone treatment. (New England J. Med., 
257 :690, 1957.) 


Pain after Hemorrhoidectomy 


HEMORRHOIDECTOMY consistently produces great post- 
operative pain. Trimpi and Kratzer have evaluated 
three drugs, dihydromorphinone, meperidine and 
levorphanol for the relief of hemorrhoidectomy pain. 
Each was given to 50 patients. 

All patients had a circumferential removal of internal 
and external hemorrhoidal plexuses. In the anterior 
and posterior commissures of the anus, sliding flaps 
were elevated and approximated to the mucous mem- 
brane to form a new anorectal line. Laterally, drainage 
wounds were allowed to remain and the mucous mem- 
brane was approximated to the superficial sphincter 
muscle fibers. The morning after surgery, dressings 
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were removed, hot Sitz baths were begun, and bulk 
laxatives were given. Most patients were discharged 
after three or four postoperative days. 

The dosages used for the three drugs tested were 
based on the patients’ weight and ranged as follows: 
2 to 4 mg. of dihydromorphinone, 75 to 150 mg. of 
meperidine and 2 to 4 mg. of levorphanol tartrate. 
Untoward side reactions did not occur with any drug. 
The results revealed levorphanol to be superior to 
dihydromorphinone and meperidine with regard to 
promptness of action, amount of pain relief and dura- 


tion of pain relief. (Arch. Surg., 76:123, 1958.) 


Wilms’ Tumor. 


MALIGNANT NEOPLASMS grow rapidly in childhood. 
Wilms’ tumor is second only to leukemia in the age 
group under 5 years. In 340 patients 90 per cent of 
the diagnoses were made between 4 months and 8 
years; over half before the age of 3% years. Undoubted 
cures occur in cases of Wilms’ tumor, and Collins be- 
lieves that thoughtful study might further improve the 
result of treatment. 

The tumor usually presents as an asymptomatic 
abdominal mass that has reached a size of 5 to 10 cm. 
in diameter before discovery because it is deeply lo- 
cated. Gross recommends that these tumors be treated 
as surgical emergencies and that patients should have 
immediate postoperative x-ray therapy. His latest cure 
rate was 47 per cent. In the series reported here, the 
over-all cure rate was 21.5 per cent. The author be- 
lieves that the rate could be improved by preoperative 
irradiation, surgery and postoperative irradiation. 

The age of the patient at the time of diagnosis is 
related to the rate of growth of the tumor and limits 
the length of time postoperatively when there is risk of 
recurrence (age of patients plus nine months). If 
metastases occur, comfortable survival will be pro- 
longed by limiting x-radiation treatment of any 
metastasis to half the tolerance level, with considera- 
tion for the site and volume involved. (Cancer, 11:89, 


1958.) 


X-Ray of Spine in Bus Drivers 


A LARGE NUMBER OF BUS DRIVERS become unfit for work 
at an early age because of lesions of the lumbosacral 
spine. Reiner has included a routine x-ray of the lum- 
bosacral spine in the pre-employment physical exam- 
ination of 1,030 driver-applicants since 1952. Routine 
A-P and lateral pictures of the lumbosacral spine were 
taken. When necessary, oblique or special radiologic 
examinations were included. 


Among the applicants 611 (59.31 per cent) had 
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anomalies of the lumbosacral spine; 369 of the-¢ men 
were accepted and 242 were rejected for work 1s bus 
drivers. The lesions causing the largest nuniber of 
rejections were hemi- or incomplete sacralisation, 
scoliosis with rotation of the vertebrae, and signs of 
generalized degenerative lesions (spondylosis defor. 
mans, spondylarthosis deformans). (Ind. Med. and 
Surg., 27:15, 1958.) 


Prednisolone and Disseminated Breast Carcinoma 


PREDNISOLONE, a synthetic of hydrocorticosone, pro- 
duces minimal electrolyte disturbance and is four or 
more times as potent as cortisone in inhibiting corti- 
cotropin secretion. This action might be beneficial in 
breast carcinoma in the same way that bilateral adre- 
nalectomy has helped some patients. 

Kofman, Nagamani, Buenger and Taylor have 
treated a group of patients with disseminated breast 
carcinoma with large doses of prednisolone. Forty-five 
patients, 27 to 75 years of age, with clinically intact 
adrenals were treated. The first patient had cerebral 
metastasis, and dramatic improvement was noted. 
Following this, ten additional patients with cerebral 
metastases were treated. These patients were given 
50 mg. twice a day by mouth. The remaining 34 pa- 
tients were unselected for type of metastases present 
and were given 50 mg. daily in two 25-mg. doses. 

Almost all of the patients who received treatment 
for more than several weeks had weight gain, moon 
facies, hirsutism and abnormal fat deposition. The 
urinary 17-hydroxysteroid level was reduced. In eight 
of the 45 patients, generalized tumor regression oc- 
curred. This lasted for more than three months in only 
three patients. The authors recommend prednisolone 
therapy in patients with disseminated breast carcinoma 
with cerebral metastases, hypercalcemia and lymphe- 
dema. (Cancer, 11:226, 1958.) 


Sulfamethoxypyridazine in Urinary Infections 


Haris AND HIS ASSOCIATES determined the effectiveness 
of sulfamethoxypyridazine (Kynex), a new sulfonamide 
compound in the treatment of urinary-tract infections. 
This new agent is promptly absorbed after oral ad- 
ministration and the free form of the drug is very 
slowly excreted in the urine. This results in long- 
sustained high plasma concentrations of free drug 
with doses much lower than those required to attain 
similar concentrations with several other sulfonamide 
agents. 

The results of therapy in the authors’ experience 
suggest that 0.5 Gm. per day is not a satisfactory dose 
in chronic severe urinary-tract infection. This seems 
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understandable when it is appreciated that plasma 
concentrations of the drug are low with this small dose. 
In contrast, doses of 1 Gm. per day or greater were 
effective in the treatment of a high proportion of acute 
infections. Results were not as good in patients with 
chronic urinary-tract infection. Other antibiotics and 
other sulfonamides used in the chronic cases were 
without any more benefit than obtained from the use 
of sulfamethoxypyridazine. 

It is probable that the favorable results of treatment 
of urinary infections with sulfamethoxypyridazine 
are largely due to high tissue concentrations which 
are derived from the plasma rather than to relatively 
small concentrations of active drug present in the 
urine. Furthermore, it is logical to suppose that high 
tissue concentrations are of primary importance in the 
treatment of urinary infections especially in such dis- 
eases as pyelonephritis where the lesions may be located 
in tissue not in contact with urine. At the same time it 
is recognized that more superficial infections of the 
urinary tract may often be controlled by urinary anti- 
septics which are primarily active in the urine. (Arch. 
Int. Med., 100:701, 1957.) 


Estimate of Severity of Mitral Stenosis 


CRAIGE HAS CONFIRMED that the time of onset of the 
first sound in the phonocardiogram of patients with 
mitral stenosis regularly is delayed by comparison with 
the normal. Although this finding has some value in the 
separation of patients with mitral stenosis from normal 
persons, it does not give a completely quantitative 
criterion of the degree of severity of the stenosis. For 
that purpose, it is helpful to make certain other meas- 
urements in simultaneously recorded electrocardio- 
gram and phonocardiogram. Those measurements are 
as follows: 

Q-1 Time: This is the time from the beginning of 
the Q wave in the electrocardiogram until the onset of 
the first sound in the phonocardiogram. The signifi- 
cance of the Q-1 Time is indicated in the diagram at 
the right. 

2-OS Time: This is the interval between the onset 
of the second sound and the beginning of the opening 
snap as seen in the phonocardiogram of patients with 
mitral stenosis. 

By subtracting the 2-OS Time from the Q-1 Time, 
Craige derives.an index which is indicative of the 
severity of mitral stenosis. Thus, a high index (plus 2 
or over) was always associated with a severely stenosed 
valve. A change in the index was regularly observed 
When mitral stenosis was satisfactorily corrected by 
., valve surgery. (New England J. Med., 257 :650, 

.) 


GP April 1958 


Inferior Vena Cava Ligation for Thromboembolism 


DALE proposts ligation of the inferior vena cava rather 
than the superficial femoral veins in selected cases of 
pulmonary embolism. He points out that sufficient 
experience has accumulated to show that in spite of 
superficial femoral vein ligation, emboli continue to 
occur and produce fatalities. 

He presented 16 patients with thromboembolism, 
ranging in age from 23 to 77 years. There was no 
fatality due to the operation. In no instance did 
embolism take place after vena cava ligation. After 
operation, the legs of these patients did not return to 
normal, and edema, pain and ulceration were variously 
present in all patients. These symptoms were not 
severe, and 14 patients were able to return to their 
former work. 

Not all patients with thromboembolism were chosen 
for vena cava ligation. The operation has been reserved 
for the occasional case in which anticoagulants have 
failed or were contraindicated. 

Treatment for saphenous vein thrombosis consisted 
of rest in bed, application of heat and compression 
bandage. Anticoagulant therapy was added when the 
deep veins were thrombosed. If embolism occurred 
during anticoagulant treatment the vena cava was 
ligated. j 

Surgical exposure of the vena cava was performed 
through the right-sided extraperitoneal route, as in 
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lumbar sympathectomy. The transperitoneal approach 
was used when the abdomen was to be simultaneously 
explored. Ligation of the vena cava in continuity is a 
necessity, for the procedure of dividing the vena cava 
is dangerous. Anomalies of the vena cava, such as 
left-sided position, double vein or total absence, must 
be kept in mind. 

Postoperative management was stressed, and was 
directed chiefly toward prevention of edema by means 
of the same measures employed preoperatively. Later, 
when the patients become ambulatory, the use of the 
Aero-Pulse Surgical Legging (See Scott and Radako- 
vich, Surg., 26:870, 1949) and emphasis on graded 
exercise and restriction of sitting or standing have been 


found to be important. (Surg., 43:24, 1958.) 


Aspiration Biopsy of Thyroid Tumors 


In Many CasEs of thyroid tumors, the clinical symptoms 
are not sufficient to establish a diagnosis. Since an 
accurate diagnosis of a thyroid mass would greatly 
facilitate planning the proper therapy and would save 
unnecessary surgery, Rudowski reports a method of 
diagnosis of thyroid masses in use at Warsaw Institute 
of Oncology. 

The biopsy is taken under local anesthesia with a 
20 cc. syringe and a large needle. The tissue fragments 
are collected from the needle, the walls of the syringe 
and the syringe piston and are fixed in 95 per cent 
alcohol before embedding in paraffin. The sections are 
stained with hematoxylin and eosin. 

This biopsy method has been used on out-patients 
and will yield the diagnosis preoperatively, providing 
the tumor is 1 centimeter in diameter or larger, not 
exceedingly hard, and of uniform structure. It has 
certain advantages in that in cystic formations the 
aspiration may decompress the cyst while making the 
diagnosis. This method provides the opportunity to 
select patients with thyroid tumors in order that pri- 
ority of admission be given patients with malignant 
tumors. No complications have resulted from the 
aspiration. 

In 74 of a series of 150 patients, a definite diagno- 
sis was made; a tentative diagnosis was made in 50 
patients; an erroneous diagnosis was made in three 
patients; and no diagnosis was made in 23 patients. The 
most common causes of no diagnosis were failure to 
locate the tumor with the needle because of its small 
size or inaccuracy in technique. 

Of three wrong diagnoses, one patient with a nodu- 
lar goiter had a small, nonencapsulated, malignant 
tumor, and two patients had papillary adenomas in 
which small areas of carcinoma were found in the sur- 
gical specimen. The author recommends total lobec- 
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tomy rather than simple removal of a nodule. (im. J, 
Surg., 95:40. 1958.) 


Mumps Pericarditis 


KLEINFELD AND HIS COLLEAGUES report the case of a 16- 
year-old boy who was admitted to the hospital with 
chest pain for one day and dyspnea for one week. Ten 
days before, he had a mild upper respiratory infection, 
There were low-grade fever, bradycardia and electro- 
cardiographic changes of pericarditis. 

Three days later he developed parotitis and spiking 
fever. Lumbar puncture revealed 102 lymphocytes per 
cubic mm. Mumps complement-fixation obtaired dur- 
ing this period was positive in 1:4 dilution. One week 
later, as the electrocardiogram was showing progres- 
sive changes consistent with pericarditis, he developed 
acute orchitis. Two weeks later, the mumps comple- 
ment-fixation was positive in a 1:32 dilution. Eventual 
clinical recovery was complete. 

Although myocarditis and pericarditis have often 
been reported in mumps, presenting symptoms of 
chest pain and dyspnea are rare. Often, the electro- 
cardiogram provides the only evidence of cardiac ab- 
normality—and its changes are extremely variable. 
Deaths have been reported to occur during the period 
of ECG abnormality. Return of the tracings to normal 
has taken three to five months in patients who recover. 


(Am. Heart J., 55:153, 1958.) 


Electrocardiogram in Hiatus Hernia 


NUMEROUS REPORTS in the literature have stated that 
hiatus hernia may cause significant electrocardio- 
graphic changes. These have been considered due to 
mechanical or inflammatory effects of the hernia on 
the pericardium, to vagal coronary reflexes or to a 
trigger mechanism precipitating coronary insufficiency 
in the presence of coronary artery disease. 

Bloom and Bubbay recorded several ECG leads 
simultaneous with fluoroscopic visualization of a hiatus 
hernia in 15 patients. Barium swallow was performed, 
with deep breathing, with breath-holding and in several 
positions. 

No vagal effects were noted in any case. No QRS or 
T-wave changes could be attributed to the hernia. The 
authors refer to a previous report of T-wave changes 
in lead III, that is particularly sensitive to heart posi- 
tion and respiratory movements. 

The authors emphasize that these patients are in the 
age range where coronary artery disease is common. 
So, reports of ECG alterations due to gall-bladder dis- 
ease, stomach lesions or hiatus hernia should be ac- 
cepted with caution. (Am. Heart J., 54:915, 1957.) 
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Fat Production 


(American Cancer Society announcement, Seattle, Feb. 10.) 
Far Is NOT APATHETIC TISSUE. It produces more fat, at 
least in laboratory experiments in which mouse tissues 
of various types were incubated and supplied with 
normal cell chemicals as diet. Then the fat tissues 
produced more fat at a prodigious rate, 100 times 
faster than liver, for example. The findings might 
ultimately have application in devising reducing diets, 
or in understanding diseases in which obese persons 
appear to have greater susceptibility—Dr. Davin D. 
Fewer and associates, Veterans Administration Hospital 
and University of Washington School of Medicine. 


Leprosy Vaccination 


(Japanese medical and press reports, Tokyo, March 3.) 

BCG vaccinaTIon for tuberculosis also appears capable 
of preventing or inhibiting infection with Hansen’s 
disease. Bacilli of both diseases appear closely related, 
and BCG vaccinations might prevent 90 per cent of 
leprosy infections. Full reports will be presented to 
the 7th annual Leprosy Conference in New Delhi this 
fall—Dr. Ken Yanacisawa, chief, Tuberculosis Section, 
National Preventive Medicine Research Institute, Tokyo. 


Menstrual Cramps 


(New York Academy of Sciences Conference on The 
Uterus, New York, Feb. 15.) THe Hormone, relaxin, 
reduced severity and duration of painful menstrual 
cramps in seven out of eight women. In a double-blind 
study carried on for four months, 40 young women with 
severe essential dysmenorrhea were treated with re- 
laxin and a placebo. Sixty-seven per cent obtained 
relief when given relaxin, and 40 per cent with the 
placebo. Half getting relief from relaxin also obtained 
telief with the placebo.—Dr. Joun V. Ketty, Uni- 
versity of California Medical School at Los Angeles. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


Medigrams 


Artificial Muscle 


(New York Academy of Sciences Conference on human 
disability, New York, Feb. 17.) GRASPING POWER between 
fingers and thumb can be restored to paralyzed hands 
through a mechanical muscle developed by Dr. Joseph 
L. McKibben, physicist of the AEC’s Los Alamos, 
New Mexico, Lab., and researchers of the Rancho Los 
Amigos Hospital, Hondo, Calif. Compressed gas flow- 
ing through tubing activates a splint upon the hand to 
permit the grasping action. The patient can operate 
the gas valve with his residual muscle power. Still 
under development and refinement, the device permits 
the patient to do many things for himself, is simple, 
safe and relatively cheap.—Dr. Kennetu S. LANDAUER, 
National Foundation for Infantile Paralysis. 


Injured Hands 


(American Society for Surgery of the Hand, New York, 
Jan. 31.) Severe iNjuRtEs to the hand are often ac- 
companied by severe psychologic reactions, not only 
for esthetic reasons of appearance but also because of 
the hand’s importance in earning a living. Persons 
who suffer the most are generally those who have had 
some earlier psychological instability, and this can be 
detected often in advance by careful investigation in 
order to reduce the psychologic burden.—Dr. Gor- 
pon Hunter Grant, Victoria, B.C., Canada. 


Borrowers of Tissues 


(Ibid, Feb. 1.) More THAN 2,000 paTiENTs have received 
grafts of stored tissues from the U.S. Navy Tissue 
Bank. Tissues have included bone marrow for trans- 
fusions into victims of radiation damage. Tissues are 
stored either at room temperature or in frozen state. 
They provide a lattice on which new tissue generates 
and survives.—Cmpr. G. W. Hyatt, Navy Medical 
Corps, director, Tissue Bank, Bethesda, Md. 
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Space Travel Note 


(Biophysical Society, Cambridge, Mass., Feb. 5.) Lanp- 
ING OR LIVING on larger planets than Earth may be 
hazardous for humans due to increased pull of gravity. 
Young mice which were subjected to centrifugation 
tests could withstand gravitation equal to three and 
one-half to seven times earth’s gravity for eight days, 
but they stopped or almost ceased growing and lost 
appetite. Slightly higher gravities proved fatal within 
an hour.—Dr. Cuartes C. Wunper, Jowa State Uni- 
versity College of Medicine. 


Cancer Clean-Up 


(1958 National Crusade meeting of American Cancer 
Society, Chicago, Feb. 8.) CHLORPACTIN, nitrogen mus- 
tard and iodine are quite effective in killing cancer 
cells implanted in wounds in mice one hour earlier. 
Chlorpactin, 2 per cent, showed the best record. The 
experiments are part of new studies aimed at improv- 
ing surgical results in cancer by killing cancer cells at 
the wound site before they become disseminated, or 
implanted at the site—Dr. Warren H. Cote, Uni- 
versity of Illinois College of Medicine. 


Drug Resistance 


(Veterans Administration announcement, Washington, 
Feb. 27.) Screenings of nearly 2,000 newly admitted 
TB patients show no significant increase in the last 
five years in new infections with drug-resistant strains 
of tubercle bacilli. Combination treatment using several 
drugs helps prevent resistant strains from developing, 
while hospitalization prevents spread of infection and 
new infections against which the TB drugs may be in- 
effective. Among the 2,000 newly admitted patients, 
only 3 per cent had infections resistant to strepto- 
mycin, PAS, or isoniazid——Dr. Martin M. Cum- 
MINGS, dtrector of VA research. 


Embryonic Grafts 


(Third Tissue Homotransplantation Conference, New 
York, Feb. 7.) GRAFTS OF HUMAN EMBRYONIC SKIN are 
still surviving in two adult patients a year later. Skin 
from embryos of less than four and one-half months 
gestation was used on eight persons. Grafts failed in 
four cases, presumably due to infection, but “took” in 
the other four for periods of a few weeks to a year. 
The grafts may have succeeded because the embryonic 
skin had not yet developed properties setting up an 
immunologic reaction—Dr. Reuven K. Snyper- 
MAN, Sloan-Kettering Institute and Memorial Center for 
Cancer and Allied Diseases, New York. 


Conservation 


(Symposium on Problems of Human Nutrition, ow. 
sponsored by the Medical College of Georgia and Na- 
tional Vitamin Foundation, New York, March 4.) Apx- 
QUATE NIACIN may conserve valuable animal protein 
and other vitamins. Niacin is made within the body 
from tryptophan; about 60 milligrams of tryptophan 
making one milligram of niacin. Pyridoxine and ribo- 
flavin also are needed, so adequate intake of niacin can 
spare amino acid and vitamins for other body func- 
tions.—Dr. Grace Goipsmitu, Tulane University. 


Stress and Cholesterol 


(Chicago Medical Society, Chicago, March 7.) Stress 
APPEARS TO PLAY an important role in raising blood 
cholesterol, and may therefore be etiologically import- 
ant in atherosclerosis. “Healthy students during ex- 
amination period manifest a significant rise in blood 
cholesterol. The same change has been observed in 
business executives under extreme tension and pres- 
sure. Physical exercise, although it can be regarded as 
stress, appears to lower blood cholesterol content and 
may be presumed to be beneficial.” —Dr. Encar S. 
Gorvon, University of Wisconsin Medical School. 


Lung Cancer Risk 


(Ibid, March 4.) Aut CANCERS except lung occur with 
greater frequency in each decade after the fifth. Lung 
cancer increases more rapidly to reach a peak age of 
55, then there is a decrease with advancing age. “This 
is because individuals who have been heavy smokers 
have subjected their heart and blood vessels to the dele- 
terious effects of tobacco and develop coronary throm- 
bosis and die before they have a chance to develop 
cancer of the lung.”—Dr. Atron Ocusner, Tulane 
University School of Medicine, New Orleans. 


Foot Troubles 


(Ibid, March 5.) SERIOUS COMPLICATIONS may be pre- 
vented through early attention to childhood foot de- 
formities. These include clubfoot, paralytic foot, spastic 
flat foot, claw foot, and some other knee and leg de- 
formities. ‘Normal developmental conditions in legs 
and feet, never the same in any two children, may give 
concern to parents. One of the responsibilities of the 
physician is to know what is normal, to explain this to 
parents, to be certain the child has well-fitted shoes, 
and to insist on regular examinations.” —Dr. ALFRED 
R. Suanps, JRr., medical director, Nemours Foundation 
and Alfred I. duPont Institute, Wilmington, Del. 
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A Denture Problem 


Q. A 50-year-old white female in good health had upper 
teeth removed eight years ago. This was complicated 
by alveolar abscess (left, upper, anterior) which 
drained for several months before apparently healing. 
Since then, it has become very painful to wear upper 
dentures. The mucosa over the area became sensitive 
and “painful” with a deeper-seated pain present 
when dentures are in place. She has had numerous 
consultations. with ENT specialists who found no 
disease present, and with dental or oral surgeons who 
scraped the alveolar ridge and also found no disease 
present. Various dentures were used, made with rubber 
or plastics to test allergic factors. She has had 
numerous courses of antibiotic treatment with no re- 
sults. Up until a few years ago, the pain was re- 
lieved when removing the dentures; lately the pain 
remained with dentures removed, but not so severe. 
There is a certain amount of anxiety present. Could 
this be due entirely to a neurosis or does the possibility 
of disease process exist ? 'd appreciate any comments 
as to etiology and course of action. 


A. This is a matter of tolerance of the prosthesis by 
sensitive oral tissues. Minor sore points or unequal 
distribution of the functional load can establish a 
neurosis which persists after the original factors have 
been eliminated. We can reasonably eliminate infection 
(which is rarely associated with this complaint), and 
pathology, because of ENT and dental consultation. 
The thickness and distribution of the tissues over the 
alveolar ridge and denture-bearing surfaces are often 
faulty. If insufficient connective tissue is present to 
serve as a cushion between the bone and the mucosa 
during function, tenderness and pain can follow. 

A dentist can rebase the denture using a soft material 
on the tissue-bearing surfaces. ‘Verno-Soft” by the 
Vernon-Benshoff Company of Pittsburgh, Pa. and 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


**Flexene” by Cosmos Dental Products, Inc. of New 
York City are two of the many products which can be 
used. This type of material will remain soft for approxi- 
mately six months. When it hardens it is removed and 
replaced. The dentist will provide an adequate relief 
area over that portion of the denture base which is 
near the incisive papilla. 


Status of Psychoanalysis 


Q. Please comment on the present status of psycho- 
analysis and the need of psychoanalysis training in 
the practice of psychiatry. 


A. Until World War II there were only a half dozen 
or so psychoanalytic schools in the United States, and 
they were all operated by psychoanalytic societies 
which were off-shoots of the American Psychoanalytic 
Association. By 1945 only about 400 psychoanalysts 
had been trained in this country. Since that time, 
however, there has been a growing trend for the 
psychiatric departments of medical schools to set up 
psychoanalytic institutes for training, and this move 
has about doubled the training facilities during the 
past ten years. At the present time New York Medical 
College, Long Island University, Columbia University 
and Tulane Medical School are operating training 
centers. Each school turns out about 12 to 15 graduates 
per year, and most of them have a three-year program. 
There are still fewer than 1,000 trained analysts in the 
entire world. The demand is vastly greater than this 
supply. 

Chances are that psychiatric training of the future 
will be directed toward a breakdown of the previous 
distinctions between analytic training and the more 
traditional types of training in clinical psychiatry, 
with the result that analytic training will become an 
essential feature of standard psychiatric residency 
training. In the past, also, there was a marked ten- 
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dency for each analytic school to emphasize a par- 
ticular theoretic orientation. The unscientific nature of 
such a policy is becoming more apparent, and a new 
eclectic approach is creeping into the training centers. 
The principal training centers are located in Boston, 
New York, Philadelphia, Baltimore, Washington, 
Chicago, New Orleans and San Francisco. Most of 
them belong to a national organization, the American 
Psychoanalytic Association, but since this is primarily 
a Freudian-oriented society, there is a move now to 
establish an American Academy of Psychoanalysis 
which intends to cut across affiliations with any one 
theoretic approach. 


Poison Ivy 


Q. What is the present status of immunization against 
poison ivy ? 


A. The present status depends to a large extent on 
the individual needs. For the patient who gets poison 
ivy dermatitis only occasionally, it is not necessary to 
attempt hyposensitization. For the patient who gets 
one or more severe episodes each season, it is well to 
consider attempts at immunization. 

Immunization may be tried either by injections, 
which I believe are inadequate unless these are given 
weekly for a “number of months” (much more than 
the advertising literature would have you believe). A 
better method is to use a potent oral extract started at 
least several months before the season starts and con- 
tinued at intervals throughout the season. This method 
is tedious, cumbersome or may cause reactions (focal 
flares, pruritus ani) but does help the hypersensitive 
patient. This must be repeated each year. This attempt 
at immunization should be done in conjunction with 
attempts at control of plants if possible, and attempts 
to prevent contact if possible. 

Immunization procedures should never be done for 
the actual therapy of an episode of poison ivy 
dermatitis. 


Use of Elastic Stockings 


Q. A 56-year-old man has had a rather severe venous 
thrombosis involving the left lower extremity. With 
bed rest and anticoagulant therapy, he has improved 
but there is some residual swelling of thigh and leg. 
In this case, when the patient resumes activity, what 
type of elastic stocking should be prescribed ? 


A. The prevention of residual swelling following ve- 


nous thrombosis is most essential and can, in part, be 
accomplished with an elastic stocking. The stocking 
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should be worn at all times when the patien: is am. 
bulatory but can be removed at night. Elevatio:: of the 
foot of the bed is essential. A mid-thigh type of stock- 
ing with built-in heel usually handles most cases. 

If the swelling is above the mid-thigh area, it is nec. 
essary to have a special stocking made which will ex- 
tend to the groin. 

We would ordinarily recommend a stocking made 
by one of the well-known companies, extending to the 
mid-thigh area and with built-in heel. This can be 
obtained at most surgical supply companies. 

If the standard stocking does not control the swelling, 
one of the special type stockings or pneumatic type 
cuff prostheses would be indicated 


Primary Tuberculosis 


Q. A 4-year-old white boy with no history of contact with 
tuberculosis has a three-plus patch and a three-plus 
reaction to intradermal intermediate strength P.P.D. 
His chest x-ray is essentially negative (i.¢., negative by 
two radiologists and suspicious of right hilar adeno- 
pathy by a pediatrician). To date two gastric wash- 
ings have been negative for tubercle bacilli. 

My training would dictate thorough family evalua- 
tion and good general care of the. boy, with x-rays 
every four to six months for the next two to three years. 
Recent changing concepts make this management sus- 
pect of inadequacy, and I would ltke to get a consensus 
regarding the changing concept of primary infection 
tuberculosis and chemotherapy of primary infection. 


A. Most phthisiologists would now agree that patients 
under three who develop a positive reaction to first or 
intermediate strength P.P.D. should receive antimi- 
crobial therapy for primary tuberculosis. Such therapy 
should be essentially the same as that advised for 
adults. The particular child mentioned is just beyond 
this age group and the indications for treatment are 
certainly less clear-cut. My own belief is that sucha 
child can well be managed by good general care and 
interval chest x-rays every three to four months for 
the following two to three years. This recommenda- 
tion is predicated on there being no significant family 
history of tuberculosis. If tuberculosis has been a 
family problem, then I would certainly favor treating 
this primary infection with antimicrobials. 

Of almost equal importance in this situation is the 
search for the source of infection. This boy is not yet of 
school age and certainly the physician should carefully 
screen all members of the family and others who fre- 
quently come into the family situation. If nothing 1 
found, it would be well to investigate the child’s regu- 
lar playmates if this can be done tactfully. 
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Special Features 


Collision Course in Canadian Health 


LOIS LAMME 


A RECENT income redistribution study suggests that 
Canada’s economy is navigating on a “collision course.” 
The study adds that expanding welfare programs are 
inconsistent with the nation’s economic growth. 

The study, Underwriting Canadian Health, was pre- 
pared at the request of the Canadian Chamber of Com- 
merce and the Canadian Life Insurance Association. 
These organizations commissioned William Lougheed 
Associates, consulting economists of Toronto, to study 
and report on the economic and social implications of 
government welfare programs. Their report examines 
the problem of choice between the “two desirable social 
objectives” —wealth and welfare. The views expressed 
and the suggestions made are those of the authors. 

This study was prompted by the Canadian govern- 
ment’s offer of subsidies to help the provinces establish 
a universal hospital care insurance plan. This first step 
toward a national health service will take effect early 
in 1959. Six of the ten provinces, containing more than 
half the nation’s population, have signed agreements 
with the Dominion government to set up hospital in- 
surance systems to be financed jointly by the Dominion 
and provincial governments. 

The Dominion’s share of the cost, with six provinces 
participating, will be $100 million a year. This sum is 
expected to double when all ten provinces join the plan. 
According to an editorial in the May 11, 1957 issue of 
Lancet, the proposed plan includes standard ward care 
in general hospitals, some diagnostic service and treat- 
ment and care for the chronically ill. Benefits are to be 
unlimited but will not cover treatments in tuberculosis 
sanatoria and mental hospitals. 
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Prepaid Insurance Widespread 


The Lancet editorial explains that about two-thirds 
of the population have some form of prepaid hospital 
insurance froma wide variety of sources. Two provinces 
have a universal compulsory insurance system financed 
by premiums and sales taxes while two others have 
voluntary plans for certain areas. Five plans for prepaid 
care, sponsored by hospital associations, give service 
benefits to participants. Many commercial insurance 
companies, also in the field, offer set cash indemnities 
against sickness and accidents. 

However, nongovernmental agencies provide only 
limited benefits and their coverage is directed mainly 
toward employee groups. The rural population and the 
self-employed can gain protection only via the high 
individual premiums. Coverage for medical and surgical 
care is even more diversified than for hospital care and 
much less adequate. 

As an alternative to state medicine, a million and a 
half people are enrolled in eight prepaid medical care 
plans sponsored by doctors’ associations. These plans 
are the most popular and give the most comprehensive 
benefits. However, like plans operated by hospital 
associations, their coverage is confined to employee 
groups. 


Promises No Interference 


The Lancet editorial states: ‘Since hospital expenses 
usually are the heaviest part of medical costs to the 
patient, the new hospital-care insurance plan meets the 
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DIAN GOVERNMENT 
ATH CARE EXPENDITURES 


The various projections of government expenditures on health care, 
other welfare programs, and defense, administration, etc., add up to a 
total of $38-$41 billion per year by 1980. This is at least five times 
the current figure, in terms of 1956 prices, and it means that by 1980, 
if present trends could continue, some 45 per cent of total government 
outlays would be for health and social welfare, compared to about 26 
per cent in 1955. 


strong demand for some provision against the risks of 
illness—and meets it in a politically safe area. The 
Dominion government has firmly stated that it will not 
control or interfere with the hospitals. Doctors, though 
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opposed to any state plan for complete medical care, 
have generally approved prepaid hospital -care where 
it has been tried.” 

Discussion of the Canadian health program in Un. 
derwriting Canadian Health hinges on a policy declara- 
tion of the Canadian Chamber of Commerce: In the 
field of social welfare a careful distinction must be 
drawn between the ultimate aim and that which can be 
achieved without damaging the nation’s economic 
system. 


Must Establish Degree of Tax 


Underwriting Canadian health, therefore, presents 
an interesting range of moral, administrative and 
economic problems. The study reports that so far 
Canada seems to have been able to reconcile increased 
productivity with a growing scale of health and welfare 
expenditures. But the heart of the problem (to which 
the hospital plan draws renewed attention) is the degree 
to which tax revenues can be increased to finance vari- 
ous government programs. 

The various projections of government expenditures 
on health care and other welfare programs, defense, 
administration, etc., make a total of about $38-$41 
billion per year by 1980 in terms of 1956 prices. This 
is at least five times the present figure. By 1980, if 
present trends continue, some 45 per cent of total 
government outlays would be for health and social 
welfare, compared to 26 per cent in 1956. 

When the two independent projections—one show- 
ing national output and the other government outlays 
—are set against each other, a collision course emerges. 
According to the study, if any such trend in govern- 
ment outlays prevails, it would so seriously affect 
economic development that the growth of national cut- 
put would fall far short of $76 billion in 1980. This in 
turn would force a lower limit on government outlays 
and prevent the implementation of certain public pro- 
grams. 


Need to Counter Tendency 


The economists who conducted the study point to 
the urgent necessity of countering any tendency of the 
new hospital scheme toward “natural” growth into 
the areas of surgery, medicine, dental and nursing care. 
They see this new program as just one facet in the 
long-term problem of controlling over-all government 
spending. 

A primary purpose of the report on Canadian health 
was to assess the implications of further extensions of 
government activity in the field of personal health care. 
First, it was found that the need for medical care was 


GP Volume XVII, Number 4 


f 
1956 1980 (Projection) 
ete 
a 
— 


care, 


vhere 


Un- 
slara- 
1 the 
st be 
in be 


omic 


ents 
and 
» far 
ased 
Ifare 
hich 
gree 
vari- 


ures 
nse, 
$4] 
This 
if 
otal 
cial 


ow- 
lays 
ges, 
ern- 
Tect 
$ in 
lays 


unevenly distributed in the population: Those who are 
both old and poor are most in need. Second, there was 

evidence that Canadians with relatively low incomes do 

not get so much medical care as people with higher in- 

comes. But, the range of income in Canada is much 

wider than the range of medical care in relation to need. 

Third, many signs point to the high concentration of 
health needs: Only 10 per cent of the population was 

hospitalized in 1951. Slightly more than half of this 

group received nearly 90 per cent of the hospital care. 

Fourth, the demand (hence the “need”) for care often 
depends on how much care is available, (especially 
when personal financial barriers are reduced or re- 
moved). 

The fifth conclusion was that the emphasis on hos- 
pitals under a national hospital scheme (both as centers 
for medical care and as administrative control points 
in the flow of public funds) raises a serious point 
about extra-hospital services: The position and activi- 
ties of the general practitioner would tend to be 
changed by the increasing emphasis on hospital 
specialists. The authors report that this trend toward 
specialization is already under way, both inside and 
outside of hospitals; and the addition of a financial 
incentive to patients to go into hospitals would almost 
certainly hasten it. This problem is probably the biggest 
single sore spot in the British National Health Service 
today—although it is partly a reflection of the budget- 
ary limitations which the British government was 
forced to impose on the Service. 


Gaps in Other Health Services 


One broad conclusion was that the gaps which still 
exist in Canadian health care, taking the country as a 
whole, are perhaps more severe in medical, dental and 
supporting health services such as nursing, than in the 
area of hospital services. The authors also concluded 
that a coordinated private effort to close these gaps 
will be necessary if the public hospital scheme is to be 
limited to its initial framework. 

A number of influences in recent years have been 
reducing the degree to which personal finances restrict 
the amount of medical care an individual or his family 
receives. Canada is becoming wealthier, with the result 
that medical attention is now within the reach of all 
but a small group of indigent persons. Also, the period 
since World War II has brought a striking growth in 
voluntary health insurance purchased by Canadians. 
Public programs at all levels of government have chan- 
nelled tax revenues into the care of special groups such 
as chronic patients, Indians, veterans and indigents. 

As noted, hospital care is a highly concentrated 
personal problem. Because catastrophic illness can be 
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1AN GOVERNMENT EXPENDITURES 
SS FOR HEALTH AND SOCIAL WELFARE 


Welfare Services, Grants 
and Other 


Administrative Costs 


Health 


Social Welfare — $1,215 million 


Through more production the “economic pie” gets bigger. Through 
slicing it in different servings, various parts of the community can be 
given bigger or smaller shares of a pie of any given size. The authors 
of Underwriting Canadian Health cite a confusion among Canadians 
with respect to “welfare expenditure.” It seems to derive from the no- 
tion that the size and distribution of the servings are independent 
of the forces governing the size of the pie in toto. 
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financially disastrous for even a well-to-do person, the 
authors suggested that comprehensive catastrophic 
coverage has much to offer. 


Public Plans Costly 


The net result of the present combined public and 
private financing of personal health care in Canada is 
an annual expenditure equal to about 3 per cent of the 
gross national product—the market value of goods and 
services produced in Canada each year. This is probably 
about what Canadians spend annually on tobacco and 
alcoholic beverages. 

The question now is how much the national plan will 
be likely to cost over a period of years when an ex- 
panded public version of traditional private coverage is 
made universally available. Publicly financed health 
plans are costly. This certainly has been the experience 
in Great Britain, British Columbia, Saskatchewan and 
elsewhere. On the basis of careful calculations by 
British analysts, the cost of hospital services increased 
by some 25 per cent per capita between 1948-49 and 
1953-54. Initial costs of the British plan were under- 
estimated by a very wide margin. 

In British Columbia, the B.C. Hospital Insurance 
Service has also experienced rising costs. Between 
1950 and 1955, hospital expenditures per person in the 
covered population increased about 50 per cent, con- 
trasted with a consumer price index rise of about 16 
per cent. 

In the Saskatchewan Hospital Services Plan, ex- 
penditures per person in the covered population more 


than doubled between 1947 and 1955, while tlie con. 
sumer price index advanced about 38 per cent. 


Welfare Reduces Initiative 


Another adverse effect to be expected from the plan 
is that huge welfare programs reduce individual initia- 
tive and squeeze investment funds out of the com. 
munity. Productivity cannot be maintained without 
adequate individual incentives. 

The authors declare that one of the immediately 
foreseeable effects of the hospital scheme and other 
welfare programs will be to weaken further the develop- 
ment potential of the poorer provinces, a weakness that 
will inevitably tend to spread to the wealthier ones. 

The authors observe that this possible conflict be- 
tween wealth and welfare may be posed here as an in- 
compatibility of means and ends in the modern society. 
They reflect that there is a common element in the 
search for both wealth and welfare: the material well- 
being of the individual. It is a basic problem of choice 
between two “good” things, wealth and welfare. 

The economists logically conclude that to achieve 
“welfare” one must first have “wealth.” “When welfare 
policy comes to have precedence over policies aimed at 
higher national productivity and output, the society 
concerned may be thought of as trying to eat its cake 
before it has it.” 

The implication of all these conclusions is that un- 
less Canadians make a change in public welfare policy— 
and soon—they are going to find themselves in a poor 
economy of the “mixed” or British type. 


No Substitute 


Gradually as a nation we are becoming aware of what to do about health problems in 


specialized fields. Fifty years ago anything concerned with health meant that we ‘called the 


doctor.’ 


for Family Doctor 


**However, as the various specialties have developed, we have learned to think in terms of 


having a pediatrician to care for the children, an obstetrician for childbirth, an ophthalmelo- 


gist for the eyes. And so on. 


**By now, specialties have become so complicated that it isn’t reasonable to expect every- 
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body to remember all kinds, and know which one does what. 

**But we do have a substitute for knowing all these things. We still have the family doctor— 
bless him. Maybe we don’t always call him a family doctor. We call him a general practitioner 
or ‘generalist.’ He isn’t a specialist in any of the specialties—he’s a specialist in the general 
care of people! 

"We will be best off—I feel strongly about this—if we can establish a pattern of going toa 
regular physician who can treat our simple, and our averagely-difficult problems. He’ll know 
our habits, our emotional quirks, our physically strong points and our physically weak ones. 

*And—this is important—he’ll know when we need a specialist and when we don’t. He'll 
even know when he isn’t quite sure, and know when it is time to ask for a specialist’s opinion. 

“There is no substitute for having a doctor who, over a period of several years, or many 
years, knows us.”—Josepu G. MouneR, M.D., New York Journal-American. 
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The Academy's Professional Practice Study 


mac F. CAHAL, J.D. 


To LEARN MORE about the character of its members’ 
practice, the Academy recently completed a profes- 
sional practice study. It was a prodigious undertaking. 
The Academy headquarters mailed 5, 194 printed ques- 
tionnaires (to every fourth member). Remarkably good 
returns were received—2,491 responses. However, 407 
of these responses were unusable. Some contained 
fragmentary replies; some were illegible and others 
were contradictory. This left 2,084 usuable responses 
(40 per cent of the entire mailing or roughly one usable 
return for every ten Academy members). 

The survey sample’s validity was confirmed by the 
correlation in geographic distribution of Academy 
members and respondents. (See map on following page.) 


Some Findings 


Sixty-four per cent of Academy members have prac- 
ticed less than 20 years. In terms of chronologic age, 
two-thirds of the members are under age 50. Ninety 
per cent of the members have practiced less than 30 
years. 

Forty-eight per cent of the Academy members live 
in communities of less than 25,000. Therefore, Acad- 
emy membership is neither predominantly small-town 
nor urban but is almost half and half. It is interesting 
that today Academy membership very closely parallels 
the AMA membership in respect to distribution of 
physicians by community size. 

The responses showed that 85 per cent of Academy 
members see 20 or more patients per day. This includes 
home and hospital calls and patients seen in the office. 

The average number of prescriptions written per day 
was 21.1. Fifty-three per cent of the members write 
more than 20 prescriptions per day. The projected 
national total was 439,000 prescriptions every typical 
24-hour day. (Projections are expressed to the nearest 


1,000.) 


Dispensing Varies Greatly 


Thirty-three per cent of the Academy members dis- 
pense. These members dispense 18.2 times a day. The 
national daily total of medicinals dispensed by all Acad- 
emy members is 129,000. There is a marked difference 
in the percentage of doctors who dispense, according 
to scographic area. For example, in the east north 
central area, 60 per cent of the Academy members 
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Almost half of the Academy members (48 per cent) practice in cities 
Leh smaller than 25,000 population. Fifty-two per cent practice in cities 
larger than 25,000. The membership, therefore, is almost equally 
. divided between small-town and urben communities. The median 
 €ommunity size is 32,500. 


Dear Doctor: 


rs Will you take 7 minutes of your time to fill out this questionnaire? GP and the American Acedumy of 

Prmctice are anxious to learn more about the medica! pmctice of our readem. You help us, with thie in- 
formation, to increase the amount and quality of our service. No signature is required. A s0-posm ge, addressed 3 
eavelope is enclosed for your convenience in returning this form. 


Mac F. Cebel, Managing Publisher 


1, Number of in active potion? 

2. Sine of community? 

4 Ef yon are prescriber, how many prescriptions do you write in a typical 2thour dny?_(@- af © 
5S. [you are dispenser, how many times do you dispense modiciaals in « typical dey? 

daa typical week,bew many times do you render professions! servies to patients is anch of the following 


Sargery 
How many operations do you perform? 
Major_@ Misor_ 
In typice’ week, approximately how many times do you prescribe, or diapense, the following? 
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COMPARATIVE DISTRIBUTION 
OF ACADEMY MEMBERS 
AND ALL GENERAL PRACTITIONERS 


Percentage of National Total 


Academy Members 


Clark-O’Neill 1957 


August General Practitioners 
1956 and Unstarred Specialists 

NE — New England 4% 7% 
Maine, Vermont, Massachusetts, Connecticut, Rhode Island, 
New Hampshire 
MA — Middle Atlantic 14% 26% 
New Jersey, New York, Pennsylvania 
SA — South Atlantic 11% 11% 
Delaware, Dist. of Columbia, Florida, Georgia, Maryland, 
North Carolina, South Carolina, Virginia, West Virginia 
ENC — East North Central 25% 20% 
Mlinois, Indiana, Michigan, Ohio, Wisconsin 
ESC — Eost South Central 6% 5% 
Alabama, Kentucky, Mississippi, Tennessee 
WNC — West North Central 11% 8% 
lowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, 
South Dakota 
WSC — West South Central 11% 8% 
Arkansas, Lovisiana, Oklahoma, Texas 
M — Mountain 4% 3% 
Arizona, Colorado, Idaho, Montana, New Mexico, Nevada, Utah, 
Wyoming 
P — Pacific 14% 12% 


California, Oregon, Washington 
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dispense; in the west south central, only 7 per cent 
dispense. 

Although “dispensing” was not defined in the 
questionnaire, Academy personnel believe physicians 
do not regard the administering of parenterals to be 
dispensing. 

Throughout the United States, the average daily 
number of medicinals prescribed or dispensed by Acad- 
emy members is 26.4. This projects to a total of 
566,000 medicinals per day. 

The questionnaire asked, “In a typical week, how 
many times do you render professional service to pa- 
tients in each of the following?” The categories 
were: surgery (including number of major and minor 
operations), internal medicine, obstetrics, gynecolo- 
gy, pediatrics, urology, proctology, otolaryngology, 
ophthalmology, neurology, dermatology, orthopedics 


and radiology. 


Pediatric Services Heavy 


Of the membership, 96 per cent are engaged in 
pediatrics, to the extent of an average of 27.5 services 
per week, for a projected total of more than half a mil- 
lion (566,000) pediatric services a week. 

Only a little more than half of the members say 
they perform urologic services. These members per- 
form an average of four per week, for a projected total 
of 45,000 urologic services per week. Eighty-five per 
cent engage in proctology, on an average of two and 
one-half times a week. The projected total of procto- 
logic cases is 46,000. 

Four out of five members say they perform orthope- 
dic services an average of four times a week for a 
projected total of 69,000 orthopedic services per week. 

In surgery, 44 per cent of Academy members per- 
form one or more major procedures in a typical week. 
Eighty-one per cent say they do minor surgery an 
average of four times each typical week for a pro- 
jected total of 69,000 minor surgical procedures. 

Otolaryngologic services comprise a very active area 
among family doctors. About five out of every six 
Academy members perform these services to the extent 
of eight times a week, or a total of 142,000. 

Dermatology also is an active area. Ninety-two per 
cent perform an average of six services per week for a 
projected total of 118,000 services. 

Approximately two-thirds of the doctors work in 
ophthalmology, performing about 44,000 ophthalmo- 
logic services each week. 

In radiology, 40 per cent do an average of six services 
per week. This totals 51,000 services. Previous studies 
have shown that the Academy members’ radiologic 
work is virtually all diagnostic. 
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PRESCRIPTIONS WRITTEN PER DAY 


Average Number Per Member. 21.1 
SF Projected Daily Total by Academy Members...........- 438,627 
OPERATIONS PERFORMED Yes 
BF Do you do minor surgery? ..... 81% 


IN ATYPICAL WEEK, HOW MANY TIMES DO ACADEMY 
MEMBERS RENDER PROFESSIONAL SERVICE TO PA- 
TIENTS IN EACH OF THE FOLLOWING? 


Total Services Per Week 
566,000 
69,000 
142,000 
gy . 118,000 
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Treat ‘Shaky’ Patients 


Members were queried in repect to specific pharma- 
ceuticals. From the extremely high activity in hypo- 
tensives, sedatives and tranquilizers, it is clear that 
Academy members treat a lot of shaky patients. Hypo- 
tensives are used by 96 per cent of the members on an 
average of 15 times a week, for a projected total of 
309,000 times; sedatives by 98 per cent, 16 times a 
week for a total of 336,000. The comparatively new 
tranquilizers are used by 97 per cent of the members 
on an average of 1344 times a week, making a projected 
total of 281,000. However, sedatives are used most 
widely to the greatest extent. 

Antispasmodics are used by 97 per cent of Academy 
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members an average of 17% times per week for a 
projected total of 364,000 times a week. Ninety-two 
per cent of Academy members use antibiotics an 
average of 35 times a week for a projected total of nearly 
three-quarters of a million times a week. Other anti- 
bacterials are used somewhat less—by seven out of ten 


Academy members an average of 14 times a week, 
Hematinics are widely utilized to the extent of an 
average of 1314 times a week—a total of 281,000 times 
a week. Hormones are used by 96 per cent of all Acad- 
emy members an average of nine times a week for a 
total of 185,000 times. 


Maternity Care Study 


Havinc a Baby is far safer for mother and baby than it was 
20 years ago, and about 18 per cent less expensive, too, 
measured in comparable dollars. 

Health Information Foundation reports that in 1935, 63 
per cent of all babies were born in places other than hos- 
pitals and that 13 per cent of all live births were not at- 
tended by physicians. By 1956, the percentage of babies 
delivered in hospitals had climbed to 95. The percentage 
of all registered births attended by physicians was 97. 

About 17 per cent of all 1953 hospital admissions were 
maternity patients. Their average stay has been reduced 
from 12 days to five. However, the public is now aware of the 
value of maternity care, and in recent years, mothers have 
averaged nine prenatal consultations. Although physicians’ 
fees for maternity care have increased somewhat during the 
last 20 years, this fact is more than offset by the greater pro- 
portion of their time devoted to prenatal care. 

The decreasing costs of maternity services contrast with 


United States, 1928.31 and 1952-53 


AVERAGE TOTAL COSTS BY TYPE OF SERVICE FOR HOSPITALIZED MATERNITY CASES 


the trends in most medical and hospital care and with living 
costs generally. 

A 1956 Nationwide Family Survey revealed that for each 
family with a newcomer, the estimated medical and hospital 
expenditure for a live birth averaged about $225. This figure 
includes the total costs of physicians’ services, hospital 
care, medicines and other related services. Differences in 
expenditure by various income groups are narrowing now 
that a larger number of mothers receive more nearly the 
same kind and amount of maternity care. 

The survey showed, however, that income and education 
influence the number of physician visits during the prenatal 
period. Medical skills are utilized less fully in low income 
families; and mothers with college educations make many 
more prenatal visits than mothers with eighth-grade educa- 
tions or less. 

There still are areas of the nation—primarily rural, low 
income and of lower-than-average education level—that do 
not fully enjoy the benefits of maternity care progress. Even 
these areas, however, have shown improvement in recent 
years. 


Average Costs in Dollars 
(Per cent) 
Total Se 160.48 258.37 213 -18 
Hospital 63.52 102.27 92 “10 
Special Nursing Service 
in Hospital 14.97 24.10 
Total 78.49 126.37 92 27 
Physician $7.15 92.01 100 9 
All other 24,84 39.99 21 -47 


use of Bureau of Labor Statistics’ 


Consumer Price index. 


$ 


**Teo small to be included. 


Source: Adapted from Falk, 1. S., et al, The Incidence of Illness and the 
Receipt and Costs of Medical Care Among Representative Families, Chicago 
1933, and Health information ‘Foundation’s nationwide family survey. 
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QuR MODERN ENVIRONMENT is becoming filled with a 
multitude of new and often unrecognized poisons. 
New products appear every week—new cosmetics, 
medicines, detergents, cleaning, polishing and de- 
odorizing agents, paints and solvents, fertilizers, pesti- 
cides, weed killers and others. Although most ac- 
cidents are caused by familiar poisons such as petro- 
leum products, lead, arsenic, lye, bleaches and aspirin, 
a substantial number of serious poisonings are caused 
by this ever-increasing array of consumer products. 
There are now more than 250,000 potentially poison- 
ous products on the market. 

In this chemical age, poisonings have a part in 
contributing to a class”’ of diseases—accidents. 
In the last decade, accidents have been the chief 
cause of death for people from 1 through 34 years 
of age in the United States. With the discovery of the. 
“wonder drugs,” the infectious diseases lost their 
place as the chief cause of mortality. 

In 1956, 1,422 persons died as a result of accidental 
poisoning. And for every fatal poisoning, estimates 
show that there are between 100 and 200 nonfatal 
poisonings, many of them leading to severe and per- 
manent disability. Altogether, there were an estimated 
250,000 accidental poisonings in 1956, a number 
roughly equal to the population of Salt Lake City. 


Children Suffer Most 


It is now generally recognized that accidental poison- 
ings constitute a serious health problem. The Na- 
tional Safety Council announces dramatic facts: Every 
day last year an average of four persons died after 
swallowing some poisonous substance. More than one- 
third of the victims were children under five. 

The family physician can help prevent these trag- 
edies. He should know more about the health hazards 
of drugs, household, agricultural and industrial prep- 
arations. And since he no longer limits his practice 
to therapeutics but engages extensively in preventive 
medicine, the family doctor can incorporate home 
safety and accident prevention as an integral part 
of his daily practice. 


The modern family doctor has at his disposal the 
valuable assistance of poison control centers. As of 
October, 1957, there were 99 of these centers in 36 
states and territories, with 29 more in various’ stages 
of development. Only ten states had no centers in 
operational or planning stages. Some states—for ex- 
ample, New York, Illinois, California and Florida— 
have a network of centers throughout the state. A 
National Clearinghouse for Poison Control Centers was 
organized last year as part of the Accident Prevention 
Program of the Public Health Service. 
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Lifesaving Poison Control 


LOIS LAMME 


Children are the chief victims of accidental poisonings. This chemical 
age ‘increases the hazards to which they are exposed. However, 
medical and paramedical agencies, in recent years, have organized 
a@ mass attack on deaths and injuries from poisoning. There are many 
poison control centers in the United States giving 24-hour-a-day at- 
tention to this serious problem. 


Program Began in '53 


The first formal poison control center was estab- 
lished in Chicago in 1953. Because of the special 
vulnerability of infants and children, the American 
Academy of Pediatrics pioneered in establishing this 
and other centers in various cities. The organization 
of each center varies with the community and its 
medical and paramedical facilities. The central agency 
around which the program operates may be a hospital, 
a health department, medical college, medical society 
or some combination of these. The number of par- 
ticipating agencies and institutions is variable. 
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The centers give 24-hour, around-the-clock service. 
This involves information on poisoning from a specific 
substance or product’and consultative information for 
physicians who telephone for advice. All physicians 
should learn the location of the poison control center 
nearest them and help establish centers in their own 
communities. Doctors can also help a great deal by 
prompt and compiete reporting of poisoning cases to 
the local health department. 

Many centers give parents and other nonmedical 
persons first-aid instruction and then advise them to 
contact a physician, or if that is not possible, to 
bring the patient to the center for immediate treat- 
nrent. 

Most of the centers are staffed by doctors and are 
organized to treat poisoning cases on a 24-hour basis. 
The centers ordinarily utilize the emergency room 
services already established in many of the hospitals, 
with a few modifications. 


Education a Chief Function 


Another major purpose of a control center is educa- 
tion in prevention of accidental poisonings. Many 
of the centers disseminate literature on poisonings and 
arrange radio and television programs for the public. 
The area of prevention includes development of fuller 
information regarding the distribution, type and tox- 
icity of the various poisons, as well as the circum- 
stances in which the poisons are most likely to be 
encountered. 

The centers provide educational services to physi- 
cians on treatment of various types of poisoning. Local 
doctors receive diagnostic information in suspected 
poison cases. This helps assure accurate diagnosis and 
oftentimes prevents placing the blame on innocent but 
potentially poisonous substances. The information 
given doctors by telephone consists primarily of com- 
ments on the type and effect of the toxic substance 
contained in the product swallowed, and therapeutic 
suggestions. This information is strictly advisory or 
consultative and the final responsibility for accepting, 
modifying or rejecting the advice remains with the 
physician treating the patient. 

Another primary objective of the centers is research 
for improved methods of treating poisoning by the 
more common and dangerous chemicals. This in- 
cludes making the initial treatment, or first-aid meas- 
ures, more prompt and effective. 
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Traces Down All Poisons 


The physician who must treat known or suspected 
cases of poisoning, cannot be expected to keep abreast 
of all the developments in the field of synthetic chemis- 
try and toxicology. And time often is very short. With 
250,000 poisonous products available now and new 
ones coming into consumer circulation, the job of 
getting information on all these potential poisons is 
Gargantuan. This is one of the functions of the Na- 
tional Clearinghouse. In many cases, manufacturers 
must be contacted; other information comes from 
secondary research. 

The Clearinghouse collects and classifies this in- 
formation and distributes it to local poison control 
centers. Composition and treatment are listed under 
trade name and type of product. The Clearinghouse 
sends bulletins discussing all facets of poisoning to 
the local centers, and also suggests reference material. 
This is a consultative service to the poison control 
program and it supplies, codes and tabulates poison 
report forms for some of the local centers. It also 
is responsible for stimulating research in the field of 
poisoning. Studies are made of national and regional 
trends in poisoning and of successful methods of 
preventing and treating such cases. 

The idea of poison control caught on rapidly 
throughout the nation and has thrived on teamwork 
from a wide variety of agencies and professions. 

In another area of poison control, the Committee 
on Toxicology of the American Medical Association 
has formulated a broad, encompassing model law for 
precautionary labeling of hazardous substances in 
commercial, household and industrial chemical prod- 
ucts. Bernard E. Conley, Ph.D., secretary of the com- 
mittee, says the proposal is intended as a model for 
uniform laws to require declaration of hazardous in- 
gredients and warning statements on labels and in 
accompanying literature. 

Inadequate labeling of potentially harmful chemicals 
has been a major handicap to a successful attack on 
accidental poisonings. Lack of information about 
hazardous ingredients in certain emergencies may 
complicate cases or delay treatment. The proposed 
model law is also intended to help parents become 
more aware of hazards. 

In various ways, the family doctor is in a strategic 
position to help prevent these injuries and deaths 
which are considered largely preventable. 
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Methods in Surgical Pathology. By Henry A. Teloh, M.D. Pp. 127. 
Price, $4.75. Charles C Thomas, Spring field, Ill., 1957. 


Tus voLuME of 127 pages stresses the correct technique of 
taking tissue for pathologic examination for both frozen 
and tissue blocks. One chapter is devoted to prognostic 
features as related to surgical pathologic examination. It 
also stresses what parts of an examination and description 
of a specimen are important from a surgeon’s viewpoint. 

The volume is well printed but contains very few dia- 
grams and illustrations. 

As this book was written primarily for residency 
trainees in surgical pathology, it will probably be of value 
only to a very limited number of general practitioners. It 
will be of some value to those interested in gross examina- 
tion and the study of surgical pathologic material. 

—Matcom E. Pue ps, M.D. 


Pathological Histology. 5th ed. By Robertson F. Ogilvie, M.D. Pp. 

482. The Williams ¢> Wilkins Co., Baltimore, 1957. 

Tuis 1s a well-written book with a large number of excellent 
color photographs. It is an excellent book for the medical 
student and also a book that can be of definite value to the 
practicing physician interested in refreshing his memory 
on tissue changes in various disease processes. 

A short clinical discussion of the disease process is given 
for each disease or condition. Complications and a histo- 
logic description of the tissue are explained. 

This is a book that would be of value to both the general 
practitioner and to a large percentage of specialists. 

—T. A. SAPPINGTON, M.D. 


A System of Ophthalmic Illustration. By Peter Hansell. Pp. 114. 
Price, $5.75. Charles C Thomas, Springfield, Ill., 1957. 


Tuis MONOGRAPH is primarily concerned with problems 
involved in photographing ophthalmic disorders. The 
general practitioner has little need for this book because 
of its specialized nature. The reviewer recommends the 
book to every medical photographer as a well illustrated, 
stimulating work which may enable him to produce more 
and better photographs, which play such a vital role in 
medical education. —Buacio J. MELLONI 
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An Introduction to Dermatology. By G. H. Percival, M.D. Pp. 374. 
Price, $9.00. The Williams & Wilkins Co., Baltimore, 1957. 


THE WRITER, in a compact volume, covers the practical 
phases of dermatology. The fact that the book is now in its 
twelfth edition bespeaks its popularity. 

Discussion of anatomy, physiology and pathology, 
clearly and concisely written, introduces the opening 
chapter. This is frequently referred to and provides a ra- 
tional approach to diagnosis and treatment. In discussing 
therapy, use of medicaments peculiar to Great Britain may 
somewhat limit the value of the book. However, the essen- 
tial facts concisely and clearly describe the treatment of 
dermatologic disease, making up for this deficiency. The 
photographs are profuse, clear-cut and meaningful. 

The material is arranged in an orthodox manner. It is 
well indexed. For the busy practitioner, the book is highly 
recommended. —Louis H. WEINER, M.D. 


Pediatrics. By Donald Paterson, M.D. and John McCreary, M.D. 
Pp. 654. Price, $14.00. J. B. Lippincott Co., Philadelphia, 1956. 


A REFRESHING approach to pediatrics is provided in this 
volume compiled by two Canadian authors. They had in 
mind the edification and guidance of the general practi- 
tioner who sees many infants and children. Several features 
distinguish it from other works in this field. Emphasis is 
given to the more commonplace disorders, Discussion of 
disease states appears to have been written deliberately in 
the simplest possible terms, to a degree which at times 
makes reading a little tedious. Indubitably, the subject 
gains in clarity. 

The subject matter is classified in the usual manner. Of 
interest are separate chapters on pediatric public health 
service, orthopedics, gynecology and adolescence. The 
scope of this text is extended more than usual into collateral 
fields. Likewise, the authors have made a special effort to 
guide the practitioner in dealing with adaptational prob- 
lems of both the patient and the parents. Thus treatment 
in all its phases is secondary only to diagnosis in the plan 
of the book. Historic data, pathology and laboratory 
studies have been reduced to the minimum necessary for 
comprehensive coverage. Tables of treatment and differ- 
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ential diagnosis augment the book’s reference character- 
istics for the physician seeking a rapid answer to a per- 
plexing problem. 

The principal disadvantage of this text derives from its 
Canadian origin. Drugs are too frequently identified by 
their proprietary names; undoubtedly many unfamiliar 
names apply to remedies sold under a different name in 
this country. Here and there the authors (mostly Cana- 
dians) diverge from medical practice widely accepted in 
this country in recommending treatments of certain con- 
ditions. To cite examples, they are outspoken in condem- 
nation of circumcision and accept no argument for release 
of “‘tongue-tie.” 

Aside from these minor criticisms, this readable text will 
be of value to busy general practitioners doing pediatrics 
because of its clinical approach, availability of material and 
breadth of scope. —Daniet M. Rocers, M.D. 


Synopsis of Gastroenterology. By Rudolf Schindler, M.D. Pp. 395. 
Price, $7.75. Grune ¢ Stratton, Inc., New York, 1957. 


AUTHOR SCHINDLER reports the practical, day-by-day ex- 
perience of a scholar and teacher who is deep in the prac- 
tice of medicine. It could well have been named a “manual 
of procedure of how to keep on analyzing the case until 
you have made the diagnosis and started the therapy.”’ His 
procedure ‘is direct, and he keeps on with the study until 
all signs and symptoms are catalogued and explained. 


An excellent table of contents is provided. Headings of 
topics are carefully included so that a quick refere:ice cay 
be made without searching through pages of words. There 
are no long lists of references, no tables or illustrations. 
The author has meticulously prepared his study of gastro. 
intestinal afflictions in order, from signs and symptoms, 
through the underlying pathology, to the treatment and 
general management of his case—including dietary advice 
and suggestions. A better-than-average index is supplied, 
This new synopsis presents a quick reference. 

—FounT Ricuarpson, 


Fundamentals of General Surgery. By John Armes Gius, M.D. Pp, 
688. Price, $12.50. The Year Book Publishers, Inc., Chicago, 
1957. 


AS THE TITLE indicates, this book covers the field of general 
surgery. It is intended to be used as a teaching text in the 
undergraduate years. As such, the work is basic in its 
concepts and reflects the experiences and ideas of its 
author. Operative techniques have been purposely omitted. 
Pathophysiologic mechanisms as they apply to an under- 
standing of the surgical patient have been emphasized, 
The dangers inherent in the narrow and uncritical per- 
spective of the all-too-common surgical technician have 
been stressed. The author recognizes the limitations of this 
book. However, he hopes it serves in the student develop- 


mental processes and in doctor-patient and doctor-doctor 


relationships. Its goals are admirably reached. 


ALKING 


TALKING 


Tired TALKING Reducing Diets? 


7 


Save time . . . reduce tedious repetition. Prescribe the 
Knox “‘Eat and Reduce” Booklets for your cardiac, hyper- 
tensive and obese patients. Color-coded diets of 1200, 
1600 and 1800 calories are based on Food Exchanges’ 
. . . eliminate calorie counting . . . promote accurate 
adjustment of caloric levels to the individual patient. 
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1. The Food Exchange Lists referred to are based 
on material in ‘Meal Planning with Exchange 
Lists” prepared by Committees of the American 
Diabetes Association, Inc. and The American 
Dietetic Association in cooperation with the 
Chronic Disease Program, Public Health Service, 
Department of Health, Education and Welfare. 
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The author has a phenomenally easy style of descriptive 
darity. The book is easily readable, is generous in its 
bibliography and ample in charts and illustrations. 

The author’s method of handling fluid balance hemor- 
thage and shock deserve special attention. As mentioned 
earlier, the book is primarily a text for undergraduate 
use; nonetheless, these chapters are excellent additions to 


the libraries of all practicing physicians. 
—A. E. Rirtr, M.D. 


Medical Radiation Biology. By Friedrich Ellinger, M.D. Pp. 945. 

Price, $20.00. Charles C Thomas, Springfield, Ill., 1957. 

Tuis 1s a monumental work of great importance to the 
radiation therapist, the research worker and the biologist, 
but it will be of small use to the average general practi- 
tioner. Its scope is enormous and covers every aspect of the 
effects of ionizing radiation on living cells. The forms of 
radiation include x-rays of various wave lengths, alpha, 
beta and gamma rays of both naturally and artificially 
produced radioactive substances. There is also a section 
on ultraviolet radiation and one on photobiology. Of very 
practical interest are the sections on unusual skin manifesta- 
tions, occupational radiation hazards, radiation cataract 
formation and radiation sickness. 

There is an enormous bibliography with more than 4,000 
titles. There is no index, but the table of contents is so 
detailed that lack of an index will not be serious. 

—Lowe S. M.D. 


Physiopathology of the Reticulo-Endothelial System. A Symposium 
Under Auspices of UNESCO and WHO. Edited by B. N. Hal- 
pern. Pp. 317. Price, $9.00. Charles C Thomas, Springfield, 
1957. 


Ir was in the latter part of the nineteenth century that 
direct observations were first made of the mechanisms 
whereby the body copes with foreign debris and bacteria. 
Phagocytosis and antibody production have become mat- 
ters of standard teaching. These functions of defense are 
shared by cells scattered throughout the body—some of 
them fixed, others moving with the blood or migrating in 
the tissues. This widespread defense network of mesen- 
chymal origin constitutes the reticulo-endothelial system. 
The present volume is a collection of essays first delivered 
as talks in a symposium held in France. The symposium 
will offer little of practical value to the clinician. Rather, it 
can serve as a basic reference source about present-day 
concepts of function of the reticulo-endothelial system. 
—Hucu H. Hussey, m.p. 


De Motu Cordis. By William Harvey. Translated from the original 
Latin by Kenneth J. Franklin. Pp. 209. Price, $3.50. Charles C 
Thomas, Springfield, Ill., 1957. 


THis BOOK is a retranslation from the original Latin of 
William Harvey’s classic work, Movement of the Heart and 
Blood in Animals. The book is divided into two sections, 
the first, that of the English translation and the second, 
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the original Latin as first published in Frankfurt in 1628. 

After reading this work, one is left with a feeling both of 
admiration and appreciation for William Harvey’s con- 
tribution to medicine and mankind. It is still difficult for us 
today to appreciate fully the far-reaching significance of 
this truly great work. All our present day concepts con- 
cerning the heart and circulation and their treatment are 
based on it. 

Anyone who enjoys original descriptions of disease or 
theories should read this book. 

—wW. Procror Harvey, M.D. 


Manual of Pediatric Physical Diagnosis. By Lewis A. Barness. Pp. 
195. Price, $4.00. Yearbook Publishers, Inc., Chicago, 1957. 


Many aspects of the physical examination are peculiar to 
pediatrics. Many normal physical findings in children may 
be considered abnormal by the physician accustomed 
mainly to an adult practice. And, of course, the reverse is 
true. Textbooks of physical diagnosis often neglect this 
important area. 

This little book supplies this need quite well. It is small 
(cardboard covered) and concisely written. It is entirely 
practical. There are no descriptions of procedures that are 
not properly physical diagnosis. All the material is descrip- 
tive of the physical examination in infants and children 
only. 

The very specific orientation of this manual and its 


attractive size (and price) should make it particularly yal. 
uable to students and residents in pediatrics. More ex. 
perienced physicians also will find many practical pointers 
for making their examination of little patients easier and 
more fruitful. —Joun C. Rosz, mp. 


Lesions of the Cervical Intervertebral Disc. By R. Glen Spurling, 
M.D. Pp. 134. Price, $4.75. Charles C Thomas, Springfield, 
Iil., 1956. 


THIS COMPLETE resumé and description of all the various 
lesions of the intervertebral disc by the original observer of 
the mechanical malady was written with the excellence one 
might expect on the basis of previous contributions on this 
subject. 

The style is quite unpretentious and lucid. Most of the 
pages contain copious and informative illustrations. These 
illustrations are anatomic, as well as diagnostic and opera- 
tive. 

The book is noteworthy in presenting the anatomic 
neurologic basis for the symptomatology emanating from 
cervical intervertebral disc lesions, in such a way that the 
symptoms become easily understandable and observable 
by any practitioner. 

Because of its lucidity and brevity, this monograph 
would make an excellent addition to the library of any 
practitioner of the medical arts. 

—F. A. CaRMICHAEL, M.D. 


Tired 


to Diabetic Patients? 


Gain time . . . decrease repetitious talk. Prescribe Knox Diabetic 
Diet Brochures. Based on nutritionally tested Food Exchanges’, 
these diet Brochures demonstrate variety is possible for the 


diabetic, eliminate calorie counting and promote accurate 
individual adjustment of calories to the need of the patient. 
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REPEATING 


REPEATING 


of REPEATING Dietary Advice 


1. The Food Exchange Lists referred to are 
based on material in “Meal Planning with 
Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc. 
and The American Dietetic Association in 
cooperation with the Chronic Disease Pro- 
gram, Public Health Service, Department 
of Health, Education and Welfare. 
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Adolf Meyer: Psychobiology. Compiled and edited by Eunice E. 
Winters and Anna Mae Bowers. Pp. 257. Price, $6.50. Charles 
C Thomas, Springfield, Ill., 1957. 

Dr. Mever was professor of psychiatry at the Johns Hop- 
kins University in Baltimore, Md. In 1931 a series of lec- 
tures was established at the New York Academy of Med- 
icine as a memorial to Thomas William Salmon, M.D. to 
perpetuate and promote the objectives to which he had 
been seriously devoted. Dr. Meyer was selected as the first 
to give the lectures. He gave a series of three in 1931. Sub- 
sequent to his death, these lectures were reviewed, brought 
up to date and brought out in book form. 

In his first lecture, Dr. Meyer discussed the object of the 
study, which is of an indivisible person. The person 
always functions as an individual by himself or in groups. 
In other words, Dr. Meyer felt that there was interrelation- 
ship between the humanitarian side and the scientific side 
of the individual. He then further reviewed the history. 

The second lecture presents the pathology primarily as 
an issue of control. Dr. Meyer discussed his greatest con- 
tribution to psychiatry, which was the dynamics of psy- 
chosis. 

The third lecture was on therapy. It was Dr. Meyer’s 
belief that the responsibility of the physician is to change 
the individual by varying his normal tendencies to a better 
adjustment to his problem. 


This book is not intended for the general practitioner 
unless he is one who has a great deal of interest and back- 
ground in psychiatry. It is slow to read because of the im- 
mense amount of material. I would recommend it for the 
general practitioner who is strongly interested in psychi- 
atry as an adjunct to his special interest background. 

—A. J. FRANzI, M.D. 


Current Therapy, 1957. Edited by Howard F. Conn. Pp. 731. Price, 
$11.00. W. B. Saunders Co., Philadelphia, 1957. 


THIS NINTH EDITION is a worthy successor to eight other 
editions of the ever-popular Current Therapy. Dr. Conn and 
his staff and contributors have reviewed and made up to 
date many changes in therapy that have been recommend- 
ed in the past year. 

This book becomes valuable when it is realized that medi- 
cal schools in recent years have failed to emphasize the 
importance of therapeutics in their curricula. The projected 
reason for their deficiency is that forms of treatment change 
from day to day, and from year to year, and that new and 
annual volumes like that edited by Dr. Howard Conn are 
not readily available. Whether or not these are good rea- 
sons, Current Therapy 1957 is a valuable, up-to-date re- 
ference work and assistant to anyone in the practice of 
medicine. The printers have made it easy to read and the 
author has provided a ready and workable index. 

—Fount RICHARDSON, M.D. 
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A Text Book of X-ray Diagnosis. Edited by S. Cochrane Shanks, 
M.D. and Peter Kerley, M.D. Pp. 521. Price, $18.00. W. B. 
Saunders Co., Philadelphia, 1957. 


Tuis 1s Volume I of a four-volume comprehensive textbook 
on diagnostic radiology. Its editors, Dr. C. Cochrane Shanks 
and Dr. Peter Kerley, assisted by an imposing list of col- 
laborators, have prepared an excellent resumé of the x-ray 
diagnosis of injuries and diseases involving the head. The 
section on the central nervous system includes a rewarding 
general discussion of technique and of pathology. Anom- 
alies and diseases of the skull and of the spinal cord have 
a chapter each, supplemented by chapters on cerebral 
angiography, encephalography and ventriculography. 

A section of 60 pages is devoted to the teeth and the jaws 
in health and disease and includes a useful chapter on the 
temporomandibular articulation. Short sections are devoted 
to the eye, to the accessory nasal sinuses and to the tem- 
poral bone and the ear. 

The text is, in general, excellent, concise and clear. 
There are many illustrations, including reproductions of 
radiographs, photographs and line drawings. Even allowing 
for American unfamiliarity with positive reproductions of 
x-ray films, the radiographic reproductions are rather poor. 
The drawings and photographs are excellent. A good index 
is included. 

On the whole, this is a very worthwhile work. The gen- 


eral practitioner will probably be more interested in the 
three volumes to follow, since this one deals largely with 
procedures generally familiar to neurologists, neurosyr. 
geons and radiologists. . —Lowett S. Goin. 


Digitalis. Edited by E. Grey Dimond, M.D. Pp. 255. Pri’, $7.09 

Charles C Thomas, Spring field, Ill., 1957. 

BEGINNING WITH Major’s brief essay on William Withering, 
and then Withering’s original ‘Account of the Introduc. 
tion of Foxglove Into Modern Practice,” this book proceeds 
into a complete compilation of modern knowledge about 
digitalis. 

This volume was occasioned by a postgraduate program 
at the University of Kansas. The papers have been supple- 
mented by additional contributions. Mechanisms of digi- 
talis action and its metabolism are admirably covered by 
such authorities as Chen, Bing and Friedman. Clinical 
applications are treated with equal authority. 

A particularly informative panel discussion moderated by 
the editor is based on questions submitted by the audience. 
This stimulating chapter covers much ground, from allergy 
to the drug, to its possible direct renal effects through 
many less-often discussed aspects. 

The tremendous amount of information in this little book 
makes it of great value to any physician with more than a 
passing interest in the treatment of heart disease. 

—Joun C. Rose, mp. 


LECTURING 
LECTURING 


Ease the burden . . . cut down on tiresome repetition. Offer Diets ? 
“‘Meal Planning for the Sick and Convalescent.” This new Knox ¥ 
Brochure presents the latest nutritional thinking on proteins, 
vitamins, and minerals . . . suggests ways to stimulate appetite 
. .. describes diets from clear liquid to full convalescent. 
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Ear, Nose and Throat Dysfunctions Due to Deficiencies and Imbalances. 
By Sam E. Roberts, M.D. Pp. 323. Price, $8.50. Charles C 
Thomas, Springfield, Ill., 1957. 


THE WRITER DEPARTS from routine treatment of aural and 
upper respiratory diseases by use of surgery and antibiotics. 
Instead, he emphasizes therapy by correction of deficiencies 
and imbalances of nutrition, hormones, acid-base and in- 
sulin-sugar. 

It is agreed that there is a wide area of routine thera- 
peutics which fails to accomplish the desired result. The 
author presents a thoughtful and challenging theory, based 
on his personal experiences, where correction of hormonal, 
chemical and dietary imbalances have produced satisfactory 
results in chronic disease states. 

The problem of limiting, and in some cases reversing de- 
generative diseases, falls into the same category. Good nutri- 
tion is essential for normal organ function and tissue repair 
regardless of age. A dietary survey, as outlined by the 
author, gives an excellent clue to therapy in cases where 
the symptoms are indefinite and the disease is not clear-cut. 

Many case reports indicate the wide variety of dys- 
function, such as chronic sinusitis, perception deafness, 
Meniére’s disease or allergy which were improved or cured 
by use of a chemical catalyst such as calcium, restoration of 
gonadal imbalance and restoration of acid-base disturbance. 

The philosophic discussions are interesting and admit- 


tedly increase the sphere of the physician’s thinking. For 
his keen clinical observations, especially where a theory 
today may become the fact of tomorrow, the author is to be 
congratulated. 

More illustrations would improve the understanding of 
various body imbalances. This book, serving a segment of 
patients who are never completely well, is excellent reading 
for the general practitioner. 

—Louis H. WEINER, M.D. 


Practical Use of the Office Laboratory and X-ray. By Paul William- 
son, M.D. Pp. 323. Price, $10.75. The C. V. Mosby Co., St. 
Louts, 1957. 


A manuat for establishment of a basic laboratory and x-ray 
facility is presented. With the aid of this text an assistant 
can be trained to do many procedures normally carried out 
in the small laboratory and some of the more difficult tech- 
nical procedures. Although this is not a textbook on clinical 
pathology or exhaustive laboratory procedures, it encom- 
passes such procedures as the icterus index, liver function 
test, blood cholesterol and others. 

Author Williamson keeps his discussion to a practical 
level and logically advises as many “don’ts” for the small 
laboratory as “‘do’s’’. In the chapters on electrocardiog- 
raphy, there are many diagnostic aids and considerable 
material on interpretation of the tracings. 

The text is, of necessity, elemental. It serves a valuable 
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“But Doctor, 


something must be 


Deep-dyed worriers often create their own ills... and sometimes get 
peptic ulcer or hyperacidity in the bargain! That’s where Mucotin 
comes in—with fast, lasting relief. Mucotin contains histamine-free 
natural gastric mucin that forms a protective coat on ulcerated, 

eroded or inflamed areas, locks Mucotin’s antacid ingredients against 
irritated mucosa for as long as two hours, promotes natural healing 
processes. And does this with no acid rebound or systemic alkalosis. 


Tablet ingredients: natural gastric mucin, 0.16 Gm., 
aluminum hydroxide gel, 0.25 Gm., and magnesium trisilicate, 0.45 Gm. 


Nepera Laboratories, Morris Plains, N. J 


MUCOTIN: 


for peptic ulcer and hyperacidity 
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purpose to physicians who do not have immediate access to 
a hospital or commercial laboratory. The diction is concise 
and clear. The illustrations are diagrammatic and serve 
their purpose well. The book is well indexed and is pre- 
sented in excellent format. _—FounT RICHARDSON, M.D. 


The Mentally Ill Child. A Guide for Parents. By Steven B. Getz, 
Ph.D. and Elizabeth L. Rees, M.D. Pp. 88. Price, $3.50. Charles 
C Thomas, Springfield, Ill., 1957. 


| WAS PLEASED to read a book for lay readers that is under- 
standable to them. It is written in a clear, concise and plain- 
spoken manner. 

It was gratifying to note that the family physician was the 
first one mentioned to consult on the child’s problems. 

Certainly no book can be fault-free in every critic’s mind. 
Too much space was given to a discussion of the League of 
Emotionally Disturbed Children. Also, a 10-page bibliog- 
raphy of scientific articles has no place in a book for the un- 
scientifically minded. 

In spite of these criticisms, I do recommend this book 
as a guide to parents. —Dona H. Kast, m.p. 


Also Received 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books received 


from publishers. 


Cerebral Lipidoses. A Symposium. Edited by L. van Bogaert, M.D., 
J. N. Cumings, M.D. and A. Lowenthal, M.D. Pp. 212. Price, 
$8.50. Charles C Thomas, Springfield, Ill., 1957. 


Fun Comes First for Blind Slow-Learners. By Mildred Blake Huffman, 
B.E., M.A. Pp. 157. Price, $5.00. Charles C Thomas, Spring- 
field, 1957. 


The Incurable Wound and Further Narratives of Medical Detection. 
By Berton Roueche. Pp. 177. Price, $3.50. Little, Brown & Co., 
Boston, 1957. 


The Medical Clinics of North America. Symposium from Boston, 
Diagnosis in General Practice. Chester S. Keefer, M.D., guest 
editor. Pp. 1,467. Price, $2.50. W. B. Saunders Co., Phila- 
delphia, 1957. 


The Medical Clinics of North America. Symposium from Philadelphia. 
Gastroenterology. By Henry L. Bockus, M.D. Pp. 1,760. Price, 
$2.50. W. B. Saunders Co., Philadelphia, 1957. 


Medicine and the Navy 1200-1900. By J. J. Keevil. Pp. 255. Price, 
$8.50. The Williams ¢> Wilkins Co., Baltimore, 1957. 


Practical Clinical Chemistry, 2nd ed. By Alma Hiller, Ph.D. Pp. 
265. Charles C Thomas, Springfield, Ill., 1957. 


Recovery From Schizophrenia. The Roland Method. By John Eisele 
Davis, Sc.D. Pp. 162. Price, $4.75. Charles C Thomas, Spring- 
field, Ill., 1957. 


The Reticular Formation of the Brain Stem. Anatomical Aspects and 
Functional Correlations. By Alf Brodal. Pp. 87. Price, $3.00. 
Charles C Thomas, Springfield, Ill., 1957. 


Seciology. With Application to Nursing and Health Education. By 


Francis J. Brown. Pp. 568. Price, $6.75. Prentice-Hall, Inc., 
New York, 1957. 
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The Only Book Available Today that 
Reviews Drugs in Current Use and Explains 
the Basis for Choosing One Over Another 


Drugs of Choice 
1958-59 


Edited by Walter Modell, M.D. 
Written by 37 Eminent Contributors 


How I can make a patient vomit, and how I can purge or 
sweat him, are matters which a druggist’s shopboy can tell 
me offhand. When, however, I must use one sort of medi- 
cine in preference to another, requires an information of 
a different kind—a man who has no little practice in the 
arena ofhis profession.—Sy AM 


With the steady stream of new drugs created by synthetic 
chemists rapidly increasing, and with many of them being 
introduced prematurely on the market, the matter of evaluating 
drugs in current use is a Herculean task for the busy practitioner 
or specialist. A totally different book in the nature of its coverage 
from any other available today, DRUGS OF CHOICE 1958-59 
gives valuable assistance and practical guidance to the selection 
of the best drug for a particular therapeutic situation. 


The first in a series of bi-annual volumes, this is the one, authori- 
tative reference that you can confidently refer to for clear, un- 
biased answers to the continually-recurring problem of which 
drug, in a rapidly-changing scene, is at this given time the drug 
of choice for the specific therapeutic problem at hand—and why 
this is the optimum drug for this condition. Edited by Dr. 
Walter Modell and written by 37 eminent clinici and teachers 
who expressed their opinions of the drugs in current use in their 
fields, based on their own specialized knowledge and experience, 
this is a 900 page volume of up-to-date unbiased opinion to guide 
you from your diagnosis to the preferred treatment. 


You’ll find DRUGS OF CHOICE 1958-59 a comprehensive book 
—one that covers all therapeutic situations for which a drug is 
available. This volume is arranged for your convenience— with 
each chapter discussing the choice of drugs for a specific thera- 
peutic problem. The author of each chapter gives an appraisal 
of the therapeutic value of the available drugs based on con- 
vincing clinical evidence, the basis of choice of the optimum drug 
and the clinical considerations. Selected references show the 
data on which the opinions expressed are based. Particularly 
helpful and time-saving is the alphabetically-arranged Drug 
Index which gives you a capsule account of the drug, the forms in 
which it is available and the dosage. As far as practical, the 
proprietary names under which a single drug is marketed are 
shown along with the name of its manufacturer or distributor. 


Edited by WALTER MODELL, M.D., Associate Professor of 
Pharmacology, Cornell University Medical College; Asso- 
ciate Visiting Physician, Bellevue Hospital, New York; 
Attending Physician, New York Veterans Administration 
Hospital. Written by 37 eminent contributors. 1958, approx. 
900 pages, 634" x 934”, illustrated. About $11.75. 


Order This Book on 10 Day Approval from 


The C. V. Mosby Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 
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in angina pectoris 
new 


Peritrate® win Nitroglycerin 


BRAND OF PENTAERYTHRITOL TETRANITRATE 
The long-acting emergency tablet for “stress days” 
to relieve the acute attack and sustain coronary vasodilatation 


Peritrate with Nitroglycerin (an uncoated, sublingual tablet which 
disintegrates immediately) contains 1/200 gr. nitroglycerin plus 10 mg. 
Peritrate. It provides immediate relief of anginal pain with hours of 
sustained coronary vasodilatation. Dosage: 1 tablet sublingually as needed. 


WARNER-CHILCOTT 


Greetings from the President 


As THE ACADEMY PRESIDENT elected to open the second 
decade of our organization’s existence, I am both hum- 
bled and exhilarated by the opportunity to face the 
enormous responsibilities that confront us in the year 
ahead. Humbled that you have chosen me to represent 
the Academy in all its goals and interests. Exhilarated 
by the prospects of many worthwhile challenges to- 
ward which we must direct our attention during the 
year ahead. 

The Academy is now on the threshold of a new 
age. The future is in sharp focus. Some may see the 
demands we must resolve as “problems.” I prefer to 
recognize them as “OPPORTUNITIES.” 

Our first opportunity is the challenge for us to 
describe the role of the general practitioner of the 
future. If we do not meet this opportunity quickly and 
with clarity, that role will be defined by others. Our 
goal is not to say that the general practitioner will 
perform one specified procedure and not do another. 
Rather, it is a role of protecting for the future those 
many areas the family physician may legitimately be 
called upon to serve in accordance with his training 
and personal ability. 


As doctors living in a free country, we have long 
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defended the right of the patient’s free cho e of 
physician. We must be equally insistent ujon the 
rights of the general practitioner. Surgery, obstetrics, 
internal medicine and pediatrics must remaii within 
our province if we are to fulfill our promise as family 
doctors. If we lose any area, our name becomes an 
empty term for we will no longer have the right to treat 
the whole patient. 

To meet the challenge of our first opportunity, we 
must provide the second. That is, clearly defined pro- 
grams in our medical schools and hospitals that will 
equip the general practitioner of the future with the 
knowledge and skill to provide service, restricted only 
by his personal ability. 

We must defend against attempts of others who 
would restrict our practice in a given clinical field 
simply because a specialty has been established in that 
area. On the other hand, we must ask of our own ranks 
that all patients requiring services beyond our training 
and ability be referred to the proper specialist. 

To insure the public high quality medical care and 
health supervision within individual economic re- 
sources, a uniform standard of education must be pro- 
vided. Not only will this assure the public that the 
general practitioner is properly prepared to assume 
responsibility and supervision for the medical needs of 
a family, it will serve as a basis for our united strength 
within the medical profession. 

Our third opportunity is that of bringing the story 
of general practice to the public. Continue and expand 
your efforts to sell the family physician “model 1958.” 
I am reminded of the program carried on by all the 
large manufacturers. Their promotion and advertising 
is carried out with the recognition that national efforts 
must be supplemented locally to be successful. In the 
final analysis, the car manufacturer knows that his 
product is sold to one person at a time as the result 
of an individual dealer’s effort. If the dealer lets him 
down, all the promotion provided above the local level 
fails. In the same sense, the information programs 
provided by our national Academy and the state chap- 
ters must be supplemented by each of us in our per- 
sonal relationships and community activities. 

Your vitality is the firm foundation for Academy 
vitality. Sell yourself, sell the philosophy of general 
practice and sell the goals of the Academy. Keep in 
mind at all times what is good for your patients. By 
serving them, the things that are good for general 
practice will be a natural by-product. 

My predecessors have always devoted their time, 
abilities and talents towards the task of a continued 
upward climb for general practice. In my recognition 
of personal responsibility to each of you, I pledge to do 
no less during my term as president. 
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News 


State Officers’ Conference This Fall in Kansas City To Be a Powwow 


Indian-Themed Conference To Be Held 


Two Days at Hotel Muehlebach 


A TWO-DAY POWWOW, using an Indian theme, is slated 
for the 1958 State Officers’ Conference this fall in 
Kansas City, Mo. This will be the first time in the con- 
ference’s history that it has been expanded to two days. 

Lengthy agendas and overflow audiences, like last 
year, called for more time and more room. This year’s 
State Officers’ Committee, headed by Dr. Bernard 
Harpole, Portland, Ore., has scheduled Saturday, 
September 20, and Sunday, September 21, for the con- 
ference which will be held in Hotel Muehlebach. 

On Friday, the 19th, the Academy’s Second Annual 
Symposium on Infectious Diseases will be held at the 
University of Kansas Medical Center. Details on this 
portion of the three-day program will be announced 
next month. 

Preliminary planning for the conference got under 
way at a January meeting of the committee in Kansas 
City. Attending with Chairman Harpole were the other 
committee members—Dr. Paul Read, Omaha, Neb. 
and Dr. Carroll Witten, Louisville, Ky.—Mr. William 
Rogers of San Francisco, executive secretary of the 
California chapter who is serving as advisor ; Executive 
Secretary Mac F. Cahal and Mr. Roger Tusken, a 
member of the Headquarters staff. 

In keeping with the Indian motif, the conference will 
be called a Council of the Chiefs. This year the state 
editors’ meeting will be an integral part of the con- 
ference, with an entire half day devoted to publications. 

The two-day “council” will cover five areas of in- 
terest. Following the opening of the conference at 
9:30 a.m., September 20 at the Muehlebach, the program 
topic will be hospitals with Dr. Harpole as moderator. 
Postyraduate education will be the second area to be 
cove: -d, with Dr. Harpole again moderating. The final 
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topic for the day will be state meetings moderated by 
Mr. Rogers. 

By taking the Indian “How” and blending it into 
how-to,” many helpful ideas will be forthcoming on 
planning chapter meetings. 

Sunday will be devoted to only two subject areas— 
publications and membership. In the morning session, 
publications will be under discussion. Dr. Witten will 
be the moderator. The final conference topic will be 
membership under the leadership of Dr. Read. 

Wives will have a place in this powwow. A down- 
town luncheon will be planned for Saturday, followed 
by a bus trip to the Headquarters building for a tour. 
The ladies will then proceed to Nelson Art Gallery for 
tea and a brief lecture. On Sunday, they will be asked 
to join their husbands for luncheon. 


SOC Powwow—Preliminary plans for the 1958 State Officers’ 
Conference scheduled for fall in Kansas City were made during a 
recent session at Headquarters. Going over plans for the conference, 
which will have an Indian theme, with Committee Chairman Bernard 
Harpole (far right) are Mr. William Rogers, adviser; (left to right) 
Dr. Paul Read, Executive Secretary Mac F. Cahal, Dr. Carroll Witten, 
Miss Paula Yurchak and Mr. Roger Tusken. 
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MANAGEMEN 


to relieve pressures 
in your patients 


to relieve pressures 
on your patients 
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Squibb Whole Root Rauwolfia Serpentina 


“the best symptom reliever” 


“We are in firm agreement with Wilkins who 
states that Rauwolfia* is the best symptom re- 
liever. It relieves anxiety and tension, partic- 
ularly the tension headache of the mild hyper- 
tensive patient, better than any other drug. It 
lowers blood pressure and slows the pulse much 
more efficiently than the barbiturates. It is not 
habit forming and is synergistic with all other 
known hypotensive agents.” 


Finnerty, F. A. Jr.: New York State J. Med. 57: 2957 
(Sept. 15) 1957. 


*RAUOIKIN'® IS A SQUIBB TRADEMARK, %F RAUDIXIN IS THE SQUIBB BRAND OF RAUWOLFIA SERPENTINA 


Raudixin — Whole N. ‘is afte n 


preferred to reserpine in private practice be- 

cause of the additional activity of the whole 
root. ” 

Corrin, K. M.: Am. Pract.’ & pPis- Treatment 8: 722 

(May) 1957. 


Dosage: Two 100 mg. tablets once daily; may 
be adjusted within a range of 50 to 300 mg. 
daily. Supply : 50 and 100 mg. tablets, bottles of 
100, 1000 and 5000. ' 


Squibb Quality— 
the Priceless Ingredient 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


Election Year Clamor 


A pitt of great socio-medical significance, introduced in 
Congress in mid-February, is expected to be given 
serious consideration this spring because of its antici- 
pated popular appeal to voters in an election year. 

Rep. John E. Fogarty (D-R.I.) is the sponsor of this 
bill, whose purpose is to use millions in federal money 
to buy medical services, hospital care and drugs for the 
sick and disabled. Briefly, the measure would amend 
the Vocational Rehabilitation Act to the end that 
“independent living” might be the objective. 

Under existing law, eligibility for inclusion in the 
OVR program is predicated on rehabilitation for em- 
ployment. The Fogarty bill liberalizes the plan so that 
qualification could be based on restoration to inde- 
pendent living. 

National Rehabilitation Association was primarily 
responsible for the drafting of HR 10608 and its in- 
troduction by Representative Fogarty. For distribution 
among the states, it authorizes a $10 million appropri- 
ation in the first year; $20 million in second year and 
such sums as Congress may deem necessary thereafter. 

The Secretary of HEW is directed to cooperate and 
join with the states in making surveys, conducting 
demonstrations and performing other duties related to 
reconditioning for “independent living.” 

The definition of “independent living rehabilitation 
* as stated in the bill, is quite broad. It em- 
braces “physical restoration and related services, in- 
cluding corrective surgery, therapeutic treatment and 
hospitalization, needed prosthetic appliances and other 
devices which will contribute to independent living 
and training in the use thereof, and maintenance need- 
ed to assure the availability of such services.” 

In other words, the full gamut of health services 
could be applied to handicapped individuals, regard- 
less of whether they would be fit for gainful employ- 
ment on completion of rehabilitation. They would, 
however, have to be of employable age, as defined by 
the Secretary of Health, Education and Welfare. 

To be eligible for this type of assistance, such a per- 
son must be “under such physical or mental disability 
as to require institutional care or attendance in his 
household continuously or for a substantial portion of 
the time, but who can be reasonably expected, as result 
of rehabilitation services, to achieve such ability of in- 
dependent living that he will no longer require such 


instittitional care or such attendance in his house- 
hold.” 


services,” 
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Cigarette Ads Criticized 


The cigarette industry has inferentially concurred in 
allegations that smoking is injurious to health, accord- 
ing to a committee of Congress. 

Late in February, the House Committee on Govern- 
ment Operations approved and adopted a staff report 
which criticizes cigarette advertising claims and accuses 
the industry of deceiving the public. The report was 
based on public hearings conducted in July, 1957 by 
the subcommittee on legal and monetary affairs. 

The committee took no sides in the continuing dis- 
pute over cigarette smoke as a carcinogenic agent. But 
it did deprecate advertising claims that filters are 
health-protective. The committee also was critical of 
manufacturers for their refusal to testify at last year’s 
hearings. 


Clinical Center Referrals 


Physicians interested in research activities at the 
government’s Clinical Center, which is the 500-bed 
hospital unit of National Institutes of Health, have 
been invited to apply for placement on the mailing list 
for staff conference proceedings, report on diagnoses 
and other Clinical Center literature. 

Virtually all of the institution’s patient admissions 
are by referral from private practitioners throughout the 
country. 

Physicians wishing to receive these papers and re- 
prints should write to: Director, Clinical Center, 


National Institutes of Health. Bethesda 14, Md. 


More Using Radioisotopes 


At the close of 1957, there were 1,900 hospitals, 
clinics and private practitioners licensed to use radio- 
active isotopes, according to the annual report of 
Atomic Energy Commission. This compares with 748 
licensed in 1954. 

Deep therapy with cobalt 60 is mounting steadily, 
the report disclosed. In various parts of the United 
States there are now more than 150 installed sources of 
this radioisotope. In terms of curies, more cobalt 60 is 
being distributed from Oak Ridge, Tenn., than all 


other radioisotopes combined. 


Union Safety Program 


The AFL-CIO has called a special conference to be 
held in Washington April 15-]7 on reform and over- 
haul of state workmen’s compensation laws. All affili- 
ated unions have been invited to send representatives 
to the meeting. 
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ning sickness...the night 


in 941 cases 


effective 


in all Merrell 


Sin 
THE WM. S. MERRELL COMPANY 


New York + CINCINNATI + St, Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


1. Nulsen, R. 0.: Ohio State M. J. 53:665, 1957. 
2. Clinical communications, 1956-57. 


TRADEMARK: BENDECTING 
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“The advance of medical knowledge concerning oc- 
cupational diseases has not been reflected in the 
adaptation of state workmen’s compensation laws to 
protect workers occupationally injured,” said George 
Meany, president of AFL-CIO. 

"On-the-job safety programs have been neglected 


and, with the exception of a few states, only token 
consideration, if any, has been provided for the physi- 
cal, mental and vocational rehabilitation of the in- 
jured workers.” 


Also see the AMA Washington Report, opposite page 212. 


Authors of Anticoagulant Therapy 
And Diving Medicine Win Ross Awards 


Tue articies, “Long-Term Anticoagulant Therapy” 
and “‘What’s New in Diving Medicine?,” have brought 
their respective authors, Dr. William F. Putnam, Lyme, 
N.H. and Dr. James K. Martins, Elena, Wis., the dis- 
tinction of being this year’s Ross Award winners. 

From among ten member-written scientific articles 
which were eligible for this year’s awards, the articles 
by Drs. Putnam and Martins were selected as the most 
significant by a trio of medical school deans. 

Each of the winners re- 
ceived a cash gift of $1,000 
on March 26 during the 

Academy’s Anniversary As- 
sembly in Dallas where the 
awards were announced. 

Dr: Putnam’s prize-win- 
ning article, ‘Long-Term 
Anticoagulant Therapy,” 
appeared in the December, 
1957 GP and “‘What’s New 
in Diving Medicine?” by 
Dr. Martins was published 
in December, 1956. 

The three judges were 
Dr. Homer F. Marsh, Uni- 
versity of Miami School of 
Medicine, Coral Gables; 
Dr. William W. Frye, Loui- 
siana State University 
School of Medicine, New 
Orleans and Dr. John D. 
Van Nuys, University of 

Indiana School of Medicine. 

Members of the Acade- 
my’s Ross Award Commit- 
tee are Dr. Arthur L. Vas- 
concellos, Honolulu, chair- 

man; Drs. Orson Spencer, 
Price, Utah and Julius 
Michaelson, Foley, Ala. 


Ress Award Winners— 
Academy members, Or. 
James K. Martins (above) 
and William F. Putnam, 
have received this year’s Ross 
Awards for their scientific 
articles in GP. Dr. Martins 
scored with an article on 
diving medicine; Dr. Put- 
nam’s prize-winner was on 


anticoagulant therapy. 
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Ross Laboratories of Columbus, Ohio is the donor 
of these awards, which are now in their seventh year. 
The awards are made annually to the two Academy 
members who author the most significant scientific 
articles in GP during the year. 


Ten New Mead Johnson Award Winners 
Chosen from Record Group of 56 Candidates 


THIS YEAR’S WINNERS of the Mead Johnson General 
Practice Residency Scholarships were selected from 
the largest array of candidates in the award program’s 
history. 

The ten winners were chosen from a list of 56 in- 
terns and residents representing 24 states and Canada. 
They were announced by Dr. Donald H. Kast of Des 
Moines, Ia., chairman of the Academy’s Mead Johnson 
Awards for Graduate Training in General Practice, on 
March 25 during the Tenth Annual Scientific Assembly 
in Dallas. 

Each of the ten winners will receive a $1,000 cash 
award to aid him during his residency in general 
practice. Each was selected on the basis of scholarship, 
professional aptitude and fitness for general practice. 

The winners represent all parts of the nation. They 
are listed as follows, giving their present status and 
their choice of hospital for residency. 


Harlie Bearden, M.p. Lafayette Charity Hospital 
Intern, U.S. Public Lafayette, Louisiana 
Health Service 
Hospital 
New Orleans, Louisiana 


William R. Bonnington, Sacramento County 


M.D. Hosjntal 
Military Service, Madigan Sacramento, California 
Army Hospital 


Tacoma, Washington 

Samuel Sledge Holladay, Lafayette Charity Hospital 
Jr., M.D. Lafayette, Louisiana 

Intern, Charity Hospital 

New Orleans, Louisiana 
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Essentially all wounds are dirty. Heal- 
ing is hindered by tissue debris, pus, 
bacteria, exudates. Tryptar Antibiotic 
Ointment first removes the dead tissue 
barrier . . . then provides positive anti- 
biotic action against invading bacteria. 


Tryptar Antibiotic Ointment 
combines 
2 proteolytic enzymes 
with 
2 topical antibiotics 


Tryptar Antibiotic Ointment is safe 
then fights infection ... living tissue is not harmed. 


Supplied in 14 oz. and 2 oz. tubes. 


Each Gram Contains: ’ 
Trypsin (Crystallized) 5000 Armour units 
Chymotrypsin 


(Crystallized) 5000 Armour units THE ARMOUR LABORATORIES 
Bacitracin U.S.P................... 500 units 
Polymyxin B Sulfate U.S.P....... . 5000 units A DIVISION OF ARMOUR AND COMPANY 


in a water-washable ointment base. KANKAKEE, ILLINOIS 
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S. S. Holladay, Jr., M.D. 


T. G. McCormick, Jr., M.D. 


4. P. Schlemmer, M.D. 


C. R. Swanbeck, M.D. 
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Albert L. Huber, m.p. 

Intern, George F. 
Geisinger Memorial 
Hospital and the Foss 
Clinic 

Danville, Pennsylvania 

Talbot Green McCormick, 
Jr., M.D. 

Intern, John Sealy 
Hospital, University of 
Texas Medical Branch 

Galveston, Texas 


Don Neal Ridgway, M.v. 

First year resident, St. 
Mary’s Hospital 

Saginaw, Michigan 

John Phillip Schlemmer, 
M.D. 

Military Service, U.S. 
Public Health Service 
Hospital 

Stapleton, Staten Island, 
New York 


Robert D. Schrantz, M.p. 
Military Service, 7505th 

USAF Hospital 
England 


C. Robert Swanbeck, m.v. 


Military Service, Fort 
Riley 
Fort Riley, Kansas 


JohnWilliamVinzant, M.v. 


Intern, University 
Medical Center 
Little Rock, Arkansas 


George F. Geisinger 
Memorial Hospital and 
the Foss Clinic 


Danville, Pennsylvania 


Huey P. Long Memorial 
Hospital 


Pineville, Louisiana 


St. Mary’s Hospital 
Saginaw, Michigan 


Akron City Hospital 
Akron, Ohio 


St. Joseph’s Hospital 
Flint, Michigan 


General Hospital of 
Riverside County 
Arlington, California 


University Medical Center 
Little Rock, Arkansas 


J. W. Vinzant, M.D. 


All ten winners will begin their general practice 
residencies in July. 

The residency program which is now in its seventh 
year was set up through a grant from Mead Johnson & 
Company in 1951 and is administered by the Academy 
through its special committee. 

In 1954, the fund was increased to allow for ten 
$1,000 awards annually instead of the original five 
awards. Last year, the grant was increased to $20,000 
—the additional $10,000 to be used to improve general 
practice residencies and to promote the program. 

In addition to Dr. Kast, other committee members 
are Dr. Marjorie E. Conrad, Wilmington, Del., im- 
mediate past chairman of the committee; Drs. Jason 
C. Sanders, Shreveport, La.; Leland S. Evans, Las 
Cruces, N. M. and Bernard E. Edwards, South Bend, 
Ind. 
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NOW 
a bactericidal 


urinary 
antiseptic 


Antibacterial spectrum: 'CATHOZOLE' Is 
bactericidal and has an exceptionally broad 
antibacterial spectrum. itis highly effective 
against the most frequent and even against 
some of the most stubborn urinary tract 
infections CE. co/i, P. vulgaris, pseudomonas 
and staphylococcus). 

Speed of action: Pain, frequency, burning 
and irritation usually subside within 24 
hours. 

Urinary tract concentration: Achieves ef- 
fective levels, higher than those attained 
with any other urinary tract antiseptic. 
Solubility: Highest solubility and /owest acety- 
lation of any available urinary tract anti- 
septic. Less hazard of crystaliuria. 


Tolerance: Oral dosage forms well toler- 
ated. Relatively rare side effects. 
indications: Acute and chronic, uncomplicated 
and resistant urinary tract infection in young and 
old. No cross resistance with other urinary tract 
antiseptics. 

Supplied: 'CATHOZOLE'—in bottles of 24 
and 100 tablets, each containing 125 mg. 'Catho- 
mycin' Novobiocin (as sodium novobiocin) and375 
mg. sulfamethyithiadiazole. 


MERCK SHARP & DOHME 
CATHOZOLE is trademark of Merck & Co, In. DIVISION OF MERCK & CO,, INC., PHILADELPHIA 1, PA. 
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Two UMW-Salaried Doctors in Colorado 
Sue When Denied County Society Membership 


Two UMW-SALARIED PHYSICIANS in Trinidad, Colo. 
who have been denied membership in Las Animas 
(Colorado) County Medical Society have brought suit 
in the State District Court against the society and 
seven of its ten members. 

The plaintiffs are Drs. Stanley H. Biber and Robert 
D. Carlson. 

Drs. Biber and Carlson allege that the defendants 
have prevented them from becoming staff members of 
the only hospital in Trinidad, have refused to assist the 
plaintiffs in caring for and doing surgery upon mem- 
bers of the public and have entered into a “gentle- 
men’s agreement” not to refer any patient to or hold 
any consultation with the plaintiffs. 

In addition to refusing them membership in the 
county medical society, Drs. Biber and Carlson also 
allege that the defendants have prevented Dr. Carlson 
from acquiring certification by the American Board of 
Internal Medicine and Dr. Biber from acquiring cer- 
tification by the American Board of Surgery and mem- 
bership in American College of Surgeons and Inter- 
national College of Surgeons and have caused press 
and radio reports to be made in condemnation of the 
plajntiffs. 

As yet only preliminary pleadings have been filed in 
behalf of the defendants who are faced with the thorny 
UMW-inspired situation. It is expected that the case 
will not be at issue for several weeks. 

The plaintiffs’, Drs. Biber and Carlson, first claim 
seeks relief by means of injunction and compensatory 
and punitive damages due to an alleged conspiracy 
among the defendants to hinder and prevent the plain- 
tiffs from engaging in the practice of medicine in 
Trinidad, Colo. and adjacent areas. 

They claim that such conspiracy causes an “un- 
reasonable restraint of trade in the practice of medi- 
cine” contrary to the common law and public policy. 

This phase of the suit is based on the common law 
doctrine of civil conspiracy since the state of Colorado 
has no statute relating to civil conspiracy or restraint 
of trade. 

Each of the plaintiffs is seeking $45,000 actual 
damages and an exemplary sum of $30,000. Attorneys 
for the plaintiffs are Anthony F. Zarlengo and V. G. 
Seavy, Jr., both of Denver. Associated with them as 
counsel is the firm of Hansen, Hazan and Lynch, St. 
Paul, Minn. 

The suit also embraces a proceeding under the 
Declaratory Judgments Act of Colorado, for a judicial 
determination of the question of whether the practice 
of the plaintiffs and their relationship to the fund is in 
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violation of the Medical Practice Act of Colorado and 
particularly the section thereof which proscribes 
“practicing medicine as the partner, agent or employee 
of, or in joint adventure with, any person who does 
not hold a license to practice medicine within the 
state or as an employee of, or in joint adventure with, 
any partnership, association or corporation.” 

The plaintiffs set forth their connection with the 
United Mine Workers’ Welfare and Retirement Fund, 
claiming that they are compensated by the fund upon 
*a uniform periodical basis, together with a payment 
of a percentage of office overhead,” and also alleging 
that their practice consists in part in caring for the 
general public. 


Dr. Hussey Sees Medical Knowledge Growth 
As “Exciting and Sometimes Frightening” 


Tue erect of the tremend- 
ous growth in medical 
knowledge on medical edu- 
cation, research and prac- 
tice was termed “exciting 
and sometimes frighten- 
ing” by GP’s medical edi- 
tor, Dr. Hugh H. Hussey, 
in his address February 9 
before the AMA’s 54th an- 
nual Congress on Medical 
Education and Licensure 

in Chicago. —_ 

Dr. Hussey was one of 
several speakers who out- : 
lined problems of future 
medical education planning resulting from changing 
characteristics in medical knowledge, population, econ- 
omy and society attitudes. 

According to Dr. Hussey, one of the simplest but 
most unusual effects of the growth of medical knowl- 
edge is that of storing the new medical literature and 
bringing it out of storage on demand. He said libraries 
are bulging at their seams. 

Medical education’s problems include a need for 
larger full-time faculties, Dr. Hussey said, which in 
turn creates such problems as the teachers’ lack of 
knowledge about educational methods, a shortage of 
teachers and a lack of money to support large faculties. 

Dr. Hussey warned that another problem is a grow- 
ing—and dangerous—division between physicians 
who teach and physicians who practice medicine. He 
stressed that teachers need to be closely in touch with 
the practitioners especially “when you consider that 
this small segment of the medical profession—the 
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teachers —comprises the ones who have the earliest and 
strongest influence upon the next generation of 
physicians 

The growth of medical knowledge has affected the 
student in numerous ways. Dr. Hussey pointed out 
that not only is the student expected to learn more in 
four years than did his predecessors, but he is called 
upon to accept more and more responsibility for his 
own education. His teachers only “give him a map and 
point the way.” Costs of medical education have risen 
greatly because of the long time needed to gain post- 
graduate education. 

“For the physician personally, the most serious 
difficulty is in staying abreast of medical knowledge,” 
said Dr. Hussey. “Better means must be devised for 
his postgraduate education if he is to assimilate ali he 
should of the new information that pertains to his 
practice. This is true for specialist and general prac- 
titioner alike.” 

Dr. Hussey, who is a trustee of the AMA and a 
professor at Georgetown University School of Medicine, 
also mentioned the ‘“‘premium on research” in medical 
schools. He noted that research is important, but 
“there are threats of danger when medical schools 
make a fetish of research, when it derives much of its 
financial support from sources that in turn influence 
its direction, when it outweighs other considerations 
for academic advancement... .” 

Another speaker at the congress, Talcott Parsons, 
Ph.D., a Yale University sociologist, predicted that 
medicine will eventually have two great primary 
branches: psychologic medicine and somatic medicine. 

Dr. Parsons urged that training for the two areas be 
started in the undergraduate medical school years. He 
feels that one way for medicine to meet the demand 
would be to train “psychologic physicians” who would 
concentrate mainly on psychologic and emotional prob- 
lems of their patients while “somatic physicians” 
would continue to handle the strictly physical ail- 
ments. 

The effect of the tremendous population growth in 
the United States and its redistribution over the coun- 
try was pointed out by Dudley Kirk, Ph.D., demo- 
graphic director of Population Council, Inc., New 
York, another of the day’s seven speakers. 

“If it is still good advice to recommend that the 
young man starting his career ‘go West,’ it is even 
better advice to the young doctor to recommend that 
he set up practice or join a medical center in the 
suburbs,” Dr. Kirk said. 

He pointed out that since 1950 almost all of the 
population growth has been concentrated in suburbia 


and increasingly in exurbia (the area just beyond the 
suburbs. 
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This growing mobility of the population will create 
at least one problem for physicians, he said. 

"The classic situation of the family doctor who 
knows the medical history of his patients by virtue of 
having treated them from birth seems on the way to 
complete disappearance,” Dr. Kirk added. “In- 
creasingly, physicians will be faced with the problem 
of dealing with a segment of a person’s life, often with 
only the aid of the individual’s vague knowledge of his 
own medical history.” 

He feels that the consistent trend toward “up- 
grading the standard of living, the occupational class 
and the educational standards of our people” means 
an increasing awareness of the value of medical care 
and increasing ability to purchase such care. 

While these trends add up to an enormous increase 
in the potential demand for medical service, the grow- 
ing population can also provide an increasing number 
of doctors to meet the demand. 

Dr. Kirk concluded that medical schools need not 
be unduly worried about a dearth of applicants in the 
future. 

This 54th Congress on Medical Education and 
Licensure was sponsored by the AMA’s Council on 
Medical Education and Hospitals, the Federation of 
State Medical Boards of the United States and the 
Advisory Board for Medical Specialties. — 


AAGP Commission on Education Receives 
Report on Canadian College’s Study Credit 


A report that the College of General Practice of Can- 
ada is contemplating two postgraduate study categor- 
ies similar to the Academy’s Category I and Category 
II was received with much interest by the AAGP Com- 
mission on Education which met in Chicago during the 
recent Annual Congress on Medical Education and 
Licensure. 


Education Session—A/l members of the Commission on Education 
were on hand for their February 10-11 meeting in Chicago. Shown 
around the conference table in the Palmer House are Drs. E. Sinks 
McLarty (lower left, clockwise), Horace W. Eshbach, Robert H. Tinker 
(hidden), Francis L. Land, Mr. Charles Nyberg and Mrs. Annette 
Branham of Kansas City, Drs. Carleton R. Smith, Mary Elizabeth John- 
ston, Jesse D. Rising, J. Alison Cary, Thomas A. Sappington and 
Raymond S. McKeeby. 
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Canada’s College of General Practice has been ac- 
cepting the AAGP classification of postgraduate study 
for its members and the Academy’s commission has 
adopted the policy of accepting Canadian courses that 
have been classified as acceptable for AAGP Category 
I credit by the College. 

At the Chicago session, meeting under the chair- 
manship of Dr. Carleton R. Smith, Peoria, Ill., the 
commission developed and adopted a guide for state 
chapter education committee chairmen. The guide will 
be distributed to all state chapter officers and in the 
future it will be included in the commission’s guide, 
“Postgraduate Education.” 

All members of the commission—Drs. E. Sinks 
McLarty, Galveston, Tex.; Horace W. Eshbach, 
Drexel Hill, Pa.; Robert H. Tinker, Portland, Ore.; 
Francis L. Land, Ft. Wayne, Ind.; Mary Elizabeth 
Johnston, Tazewell, Va. who is vice chairman; Jesse 
D. Rising, Kansas City, Kan.; J. Alison Cary, Morgan 
Hill, Calif.; Thomas A. Sappington, Thomaston, Ga. 
and Raymond S. McKeeby, Binghamton, N. Y.—were 
present. 


Medical Advances in Past Ten Years 
Greatly Affect Training and Practice 


Tue mpact which the rapid advances in medicine have 
made on a physician’s practice since World War II are 
covered in a recent report by the National Fund for 
Medical Education. 

The report states that ‘90 per cent of prescriptions 
written today could not have been prescribed ten years 
ago.” Furthermore, it quotes one medical educator as 
saying that “any doctor who has been out of medical 
school for five years and hasn’t learned any more is 
practicing outdated medicine.” 

The report entitled, ““Tomorrow’s Challenges to the 
Medical Sciences,” is based on discussions at a recent 
conference at the University of Chicago between 18 
medical educators and 83 corporation executives. 

One of the chief problems confronting medical 
schools is how to prepare the medical student for 
practice in the face of the bewildering pile-up of new 
knowledge, according to the report. 

It added: ‘The problem will not be solved by trying 
to cram ever greater amounts of facts into the tor- 
mented minds of medical students, nor by extending 
still further the time the undergraduate spends in 
school.” 

The consensus is that the doctor of the future will 
have to be unencumbered by a staggering overload of 
strictly factual information. Instead, he must be 
€quippd with a comprehensive mind that will enable 
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him to tackle with skill and confidence the questions 
of health and disease as they come up. 

The report said that the greatest impact on science 
and medicine had come through atomic energy and 
the use of radioactive isotopes. The latter was described 
as “probably the most useful instrument for research 
and diagnosis since the invention of the miscroscope.” 

According to the report, the nation will need 25 
more medical schools producing 2,000 more doctors 
by 1975. At present, there are 82 fully accredited 
medical schools in the country. 


Dr. Kenneth Babcock Says Nursing Home 
Accreditation Program Urgently Needed 


TueEReE is such an acute need for accrediting nursing 
homes for chronically ill patients that unless a voluntary 
program is established soon, the government is going 
to take over, says Dr. Kenneth B. Babcock, director of 
the Joint Commission on Accreditation of Hospitals. 

The establishment of an accreditation program for 
nursing home and chronic care facilities should have 
topmost priority, Dr. Babcock said in a recently pub- 
lished interview in Hospitals, journal of the American 
Hospital Association. He refused to say, however, that 
the joint commission is the vehicle which should do the 
accrediting. 

He stressed that the problem is so pressing that if 
voluntary agencies do not see that it is done, the 
government will have to fill the void. 


Treasurer Honored—Dr. Albert Ritt 
of St. Paul, Minn., Academy 
treasurer, was honored by the 
citizens of St. Paul during their 
traditional Winter Carnival, be- 
ing named “Sheik of Sums and 
Shekels.” He was knighted by 
King Boreas the 22nd who reigned 
over the carnival. The Winter 
Carnival was first held in 1886 
in a burst of civic pride after an 
eastern writer described’ Minne- 
sota’s capital as “another Siberia, 
unfit for human habitation.” 
Scenes of this year’s carnival also 
marked the centenary of Min- 
nesota’s admission as a state. 
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Study Voluntary Health Insurance 
For Persons Not Under Group Contracts 


A Mayor PROBLEM still confronting voluntary health 
insurance plans in this country is that of encouraging 
greater enrollment of self-supporting persons who are 
not eligible for coverage under employee group con- 
tracts. 

Health Information Foundation has completed a re- 
port based on a two-year study of the situation. Find- 
ings are based on intensive case studies of five Blue 
Cross plans, extensive mail questionnaires to executive 
and enrollment directors of 85 Blue Cross plans, mail 
questionnaires to insurance commissioners and census 
and actuarial data. 

At the start of 1955, the survey indicates, almost 
two-thirds of the population in this country had some 
type of health insurance protection. But the great 
majority of insured persons were covered through 
employee groups. 

Of an estimated 35 per cent of the population not 
eligible for group coverage, only about one-fourth were 
enrolled in Blue Cross or other health insurance plans 
on a non-group basis. 

The HIF study defines the non-group population as 
consisting mainly of self-employed persons, those over 
a certain age (usually 65) who are generally not 
eligible for health insurance protection, retired per- 
sons who no longer have group coverage through 
places of employment and persons who work in places 
too small to have group contracts. 

No automatic payroll deductions of premiums and 
the fact that non-group subscribers often include a 
high proportion of individuals who have greater-than- 
average utilization rates for hospital services are 
among the problems encountered by those selling 
voluntary health insurance. 

Nevertheless, the report points out that many Blue 
Cross plans have worked out ways of encouraging non- 
group enrollment, such as the following: 

(1) Community enrollment on a county basis (or 
smaller) with a stated percentage of the population 
required, 

(2) Community enrollment on a county basis (or 
smaller) with no stated percentage of population 
required. 

(3) Continuous year-round or “over-the-counter” 
enrollment on an individual sales basis. 

(4) Periodic “open” enrollment on a _plan-wide 
basis, or less than plan-wide but larger than county- 
wide. 

(5) Group enrollment of non-employee groups such 
a farmers, fraternal and professional organizations 
througlout the nation. 
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On the Calendar 


*Classified by the Commission on Education as acceptable 

for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


*May 2-4. Cleveland (Ohio) chapter, course in electro- 
cardiography, Huron Road Hospital, Cleveland. (1512 
hrs.) 

*May 3-4. Kansas chapter, annual meeting, Town House 
Hotel, Kansas City, Kan. 

*May 4. St. Louis (Missouri) chapter, spring symposium, 
Chase Hotel, St. Louis. (4 hrs.) 

*May 5. University of Texas Postgraduate School of Medicine, 
first annual Texas medical cruise in Caribbean, 14 
days, sailing from New Orleans. 

May 5-9. University of Michigan, review course in recent 
advances in therapeutics, University Hospital, 
Ann Arbor. 

*May 5-23. New York University-Bellevue Medical Center, 
fulltime course on cardiology, New York City. 
*May 6. Wisconsin chapter with Council on Scientific Work of 
the State Medical Society of Wisconsin, General Prac- 

tice Day, Milwaukee Auditorium, Milwaukee. (6 hrs.) 

*May 7. University of Nebraska, third annual Trauma 
Day, Omaha. 

*May 7-8. University of Michigan, review course in 
neurology-clinical, University Hospital, Ann 
Arbor. 

*May 8-9. University of Nebraska, allergy conference, 
Omaha. 

*May 8-11. Virginia chapter, annual meeting, The Cavalier 
Hotel, Virginia Beach. ’ 

*May 12-14. University of Texas Southwestern Medical 
School, course in obstetrics and gynecology, 
Dallas. 

May 12-16. American Psychiatric Association, annual 
meeting, Civic Auditorium, San Francisco. 

*May 14. University of Oklahoma, short course on pedi- 
atric allergy, Oklahoma City. 

*May 14. Lehigh County Diabetes Association, course in 
clinical diabetes, Allentown Hospital, Allentown, 
Pa. (2 hrs.) 

*May 16. St. Louis University, course in pathology, Firmin 
Deslodge Hospital, St. Louis, Mo. (4 hrs.) 

*May 21-24. Pennsylvania chapter, annual meeting, Penn- 
Sheraton Hotel, Pittsburgh. 

*May 22-25. Mount Sinai Hospital of Greater Miami, 
eighth annual postgraduate seminar on recent 
advances in diagnosis and therapy, Deauville 
Hotel, Miami, Fla. (24 hrs.) 

*May 24-25. West Virginia chapter, annual meeting, Daniel 
Boone Hotel, Charleston. 

*May 30-31. Washington chapter, annual scientific meeting, 
Chinook Hotel, Yakima. 

*Jun. 5-19. New York County (New York) chapter, et al., 
course on cancer detection, Thursdays, Auditorium of 
Memorial Center for Cancer and Allied Diseases, New 
York City. (9 hrs.) 

* Jun. 9-10. University of Texas Southwestern Medical School, 
course in pulmonary diseases (Mattson Seminar), 
Dallas. 

*Jun. 11. University of Oklahoma, short course on sur- 
gical diagnosis and problem clinic, Oklahoma City. 

Jun. 18-22. American College of Chest Physicians, 24th 

annual meeting, San Francisco. 

* Jun. 20-21. Montana chapter, annual meeting, Billings. 

Jun. 23-27. American Medical Association, 107th annual 

meeting, San Francisco. 

*Jun. 25-27. Section on General Practice of AMA, San 

Francisco. 
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Medical News in Small Doses: 


Former Academy President John Fowler is urging 
general practitioners to cooperate with local school 
authorities and Parent-Teachers Associations to pro- 
vide regular physical examinations for youngsters from 
birth through high school. In a speech made at a recent 
conference of medical, education and public health 
experts in Chicago, Dr. Fowler explained that this is 
necessary because 65 per cent of America’s children 
never see a doctor who is a children’s specialist. . . . 
Because of ill health, Academy Member Gatewood C. 
Milligan of Englewood, Colo. has resigned as president 
of the Colorado State Medical Society. . . . An on-the- 
scene administrative counseling program for hospitals 
requesting it will be offered by American Hospital 
Association as a result of a $825,000 grant from the 
Ford Foundation. AHA Director Edwin L. Crosby 
says the counseling program, set up for five years, 
could become the most significant activity that the 
hospitals association has undertaken in its 60-year 
history. Three recent appointees to the Hospital 
Counseling Program are Richard L. Johnson, secretary 
of AHA’s Council on Administrative Practice, who 
will direct the program; William T. Middlebrook, Jr., 
assistant administrator of Hibbing General Hospital, 
Hibbing, Minn. and Robert S. Borczon, staff repre- 
sentative on AHA Council on Administrative Practice. 
... Dr. Walter C. Gray, president of the St. Louis 
(Missouri) chapter, has been named “Man of the 
Month” by the local Chamber of Commerce. Dr. Gray 
won the award for his outstanding work in the cham- 
ber’s health division and for his efforts in the TB 
Patch Test program developed by the St. Louis chapter. 
... Another Academy member, Dr. Sam D. Reid of 
Chesnee, S. C., has received the Spartanburg County 
Medical Society’s Doctor of the Year trophy. Since be- 
ginning his general practice in 1927 he has delivered 
more than 6,000 babies. . . . With the reduction in the 
Army’s strength, a certain number of Army medical 
and dental officers scheduled to complete their two- 
year service agreements between February 1 and 
August 31 may be able to return to civilian status after 
21 months of active duty, according to Major General 
Silas B. Hays, Surgeon General of the Army... . 
American Heart Association is celebrating its tenth 
anniversary as a national voluntary health agency. . . . 
The postgraduate division of New York Medical 
College-Flower and Fifth Avenue Hospitals will be 
expanded to enable practicing physicians to continue 
their education with a schedule adapted to meet their 
office hours. As a first step in this enlarged program, 
Dr. Linn J. Boyd has been named director of the 
Division of Graduate Studies. 
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News from the State Chapters 


In RECOGNITION of the New Jersey chapter’s annual 
scientific meeting January 10-11 in Asbury Park, 
Governor Robert B. Meyner proclaimed January 5-11 
as Family Doctor Week in New Jersey. In the procla- 
mation he lauded today’s general practitioner for his 
self-dedication in serving the health needs of the 
whole family. 

Governor Meyner also cited the American Academy 
of General Practice for fostering “higher standards in 
the general practice of medicine and surgery” and 
giving “the public a better understanding of the 
services rendered by the family doctor . . .” 

The publicity in connection with Governor Meyner’s 
proclamation and the state meeting was part of a well- 
planned program carried on throughout the state by 
chapter members. 

Mayors in various cities signed identical proclama- 
tions, and photographs of both signings were widely 
published. One member in each town in New Jersey 
received a publicity kit with information concerning 
the documents and the meeting which they publicized 
through local sources. 

The meeting itself had an attendance of 300 physi- 
cians, with more than 52 exhibitors. 

General chairman for the meeting and newly- 
installed chapter president is Dr. Robert E. Verdon of 
Cliffside Park. He succeeds Dr. Richard R. Chamber- 
lain of Maplewood. (See cut.) 

Other new officers include: Drs. Philip R. D’Ambola, 
Harrison, treasurer; A. Guy Campo, Westville, secre- 
tary; Charles H. Calvin, Perth Amboy, president-elect 
and Benedict B. Scasserra, Princeton, vice president. 

The house of delegates met on January 10. A buffet 
for officers, delegates and wives concluded the 

ay. 

_ Five scientific lectures were presented the next day 
in a symposium on recent trends in therapy. Speakers 
and their topics included: Dr. Harold J. Jeghers, 
professor and director of Department of Medicine, 
Seton Hall College of Medicine and Dentistry, Jersey 
City, N. J., The Jaundiced Patient”; Dr. Richard H. 
Freyberg, associate professor of medicine, Cornell 
Medical College, New York City, ‘The Rheumatic 
Diseases” and Dr. W. Alan Wright, consultant in 
endocrinology, Orange Memorial Hospital, Orange, 
N. J., “The Infectious Diseases.” 

The Vincent Campana Memorial Lecture was given 
by Dr. Charles Enselberg, professor of cardiology, 
Polyclinic Medical School and Hospital, New York 
City, who spoke on ‘Cardiac Diseases.” Final speaker 
was (Dr. Josephine J. Buchanan, chief of physical 
me‘icine and rehabilitation, District of Columbia 
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General Hospital, Washington, D. C., whose topic was 
**Physiatrics.” 

A dinner-dance was held at the end of the two-day 
session. 

Howard M. Newburger, Ph.D., associate professor 
of psychology, chairman of the Department of Excep- 
tional Adolescents and Children, New York University, 
New York City, spoke at the ladies’ program on prob- 
lems in connection with adolescent development. 
> The first annual meeting of the Puerto Rico chapter 
was held recently in Santurce. To celebrate the first 
year of chapter activities, a dinner-dance was held 
following a day of business and scientific sessions. 

By unanimous vote the members re-elected their 
officers and board of directors for another year. Dr. 
Fernando Vallecillo, Jr., Rio Piedras, heads the group; 
Dr. Anthony Louis Lombardi, Hato Rey, is president- 
elect and Dr. Ralph J. Lum, Jr., Santurce, is secretary- 
treasurer. 

Academy Member W. Daniel Snively, Jr., Evans- 
ville, Ind., who is vice president and medical director 
of Mead Johnson and Company, was among the 
scheduled speakers. 
> Navajo Lodge, Ruidoso, will be headquarters for 
the Ruidoso summer clinics, July 21-24, sponsored by 
the New Mexico chapter. . 

Moderator for the Monday session will be Dr. J. A. 
Rivas, chapter president, and Dr. W. J. Hossley, past 
president, will moderate the next day’s meetings. 

President-elect W. H. Peacock and Dr. F. R. Brown, 
chapter secretary, will be the moderators for the last 
two days of the clinic. 

Guest faculty includes: Drs. Lula O. Lubchenco, 
assistant professor, Department of Pediatrics, Univer- 


‘sity of Colorado; Henry K. Silver, professor, Depart- 


ment of Pediatrics, University of Colorado; Robert T. 
White, assistant professor, Department of Obstetrics 
and Gynecology, University of Colorado; Ben C. 


New Jersey Officers—Recently installed officers of the New Jersey 
chapter are, left to right: Drs. Philip R. D'Ambola, treasurer; A. Guy 
Campo, secretary; Robert E. Verdon, president; Richard R. Chamber- 
lain, retiring president; Charles H. Calvin, president-elect and Ben- 


edict B. Scasserra, vice president. 
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physicians for maximum 

@ Pregnancy moniliasis 

@ Antibiotic moniliasis 

patients for minimal messiness Mycotic leukorrhea 
@ Diabetic vulvitis 

@ Mycotic vulvovaginitis 

@ Pruritus vulvae 


fungicidal activity... by 


Gentian Violet Supprettes provide rapid relief from itch- 
ing, burning, and discharge without irritation to vaginal The “Steasese’” Gace 
membranes. Effective even in resistant cases of monilial motes the Difference 
vaginitis. Messiness and cost are less than with other Contains no oils or fatty materials. Con- 


gentian violet preparations. sists of water-soluble Carbowaxes* with 
active dispersal agent. Mixes completely 


with vaginal and cervical fluids to assure 
Composition: Each Supprette contains gentian violet dhessugh penetration tute folds of vaginal 


0.2%, lactic acid 0.3%, and acetic acid 1.0%. wall. 
Supplied: In jars of 12. *Trademark U.C.C. 


GENTIAN VIOLET SUPPRETTES 


NO REFRIGERATION NECESSARY * Samples on Request 


CI» THE WILLIAM A. WEBSTER COMPANY © MEMPHIS 5, TENNESSEE 
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Williams, assistant clinical professor, Department of 
Obstetrics and Gynecology, University of Colorado; 
John S. Bagwell, clinical assistant professor of internal 
medicine, Southwestern Medical School; William M. 


Daily, clinical assistant professor of internal medicine, - 


Southwestern Medical School; Dan C. Gill, clinical 
assistant professor of surgery, Southwestern Medical 
School and Manning B. Shannon, clinical assistant 
professor of surgery, Southwestern Medical School. 

The above physicians will deliver individual lectures 
daily as well as appearing as guest speakers at two 
round table luncheons. 
> Plans are finalized in Virginia for the state’s eighth 
annual scientific meeting, May 8-11 at The Cavalier in 
Virginia Beach. A wide variety of topics will be covered 
during the scientific sessions. 

Dr. Abraham Stone, New York City, will speak on 
“The Physician as a Marriage Counselor.” Speaking at 
a clinical pathologic conference will be Dr. Charles 
M. Caravati, clinician, with Dr. Arnold Strauss as 
pathologist. 

The subject of rheumatic and cardiovascular 
diseases will be discussed by Dr. Edward F. Bland of 
Boston. The early diagnosis and treatment of emotional 
illnesses will be the basis for Dr. Joseph Hughes’ 
speech on “Emotional Problems in Children.” Dr. 
Hughes is professor of psychiatry at Woman’s Medical 
College of Pennsylvania. Also appearing at the session 
will be Dr. Louise F. Falvin, director, Bureau of 
Crippled Children, State Health Department. 

Cytology, diabetes and the close association of 
medicine and religion will also be subjects for presenta- 
tion at the meeting. This latter topic will be discussed 
by the chaplain for the group, The Rev. W. Taliaferro 
Thompson, Sr., D.D., of Richmond. 

Dr. Louis F. Rittelmeyer, associate professor and 
director of the Section on General Practice at the 
University of Mississippi Medical Center, was luncheon 
speaker at Virginia chapter’s symposium on Modern 
Trends in Therapy, March 19 at Richmond’s Hotel 
John Marshall. 

Chairman of the committee for the meeting was Dr. 
W. Linwood Ball, chapter president-elect. Other mem- 
bers of his committee were Drs. William A. Young, 
James L. Hamner and R. G. McAllister. 

Speakers for the morning session included Drs. 
Edward L. Bortz, Philadelphia; M. Edward Davis, 
Chicago and Robert F. Dickey, Danville, Pa. 

Following Dr. Rittelmeyer’s speech on ‘Some 
Aspects of a General Practice Department in a School 
of Medicine,” Dr. John L. Reichert of Chicago opened 
the afternoon session. He was followed by Dr. Donald 
A. Covalt of New York City. Dr. Edward J. Stieglitz of 
Washington, D. C. was the final speaker. 
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Accepts Scroll for Senator Hill —During the recent symposium on 
"Everyday Problems in Psychiatry’? in Washington which was 
sponsored by the Maryland and District of Columbia chapters, 
Senator Lister Hill was honored for his legislative efforts in the 
health field. In Senator Hill’s absence, a scroll from the Maryland 
chapter was presented to his assistant, Mr. John Campbell. Shown 
displaying the scroll are Mr. Campbell (left) and Dr. Charles 
Goshen, director of the general practitioner education project of 
American Psychiatric Association, who participated in the sym- 
posium and made the presentation. 


p> New Bedford (Massachusetts) chapter members 
said added expenses and increased office costs were 
the reasons for their decision to increase by $1 the 
office and house call rates of Greater New Bedford 
physicians. The increase was agreed on by the New 
Bedford chapter and New Bedford Medical Society. 

The fee schedule now effective is $4 for office calls 
and $6 for house calls from 7 A.M. to 8 p.m. Night calls 
are $7 from 8 P.M. to midnight and $10 from midnight 
to 7 a.M. Rates for out-of-town calls are $8 to $10 
depending on the district location. 

The last genéral increase in doctors’ fees in New 
Bedford was in 1951. 

Berkshire (Massachusetts) regional chapter recently 
received official recognition with the presentation of a 
charter to Dr. Lincoln Eramo, chapter president. Dr. 
Edmond P. Larkin, North Adams, who is president of 
the state chapter, made the presentation in Pittsfield. 
Ten members were inscribed on the certificate as 
charter members. 
p> New England members from three states will gather 
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nutritional rehabilitation / not well, but well fed 


he’ll be back with the family soon Co 
he’s being well fed with 


Sustagen’ 


Therapeutic food, Mead Johnson 
powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a ve 
supplement, Sustagen is easy to take in hospital, _ C 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 
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on April 23 when the Vermont, New Hampshire and 
Maine chapters will hold their fifth annual tri-state 
meeting. 

The Eastern Slopes Inn in North Conway, N. H. 

is the site of the session. 
p Selected as new executive secretary by the Ohio 
chapter’s board of directors is David J. Byrnes of 
Columbus. Mr. Byrnes, who began his appointment the 
first of this year, succeeds Dr. Earl D. McCallister, 
Columbus, who has served the chapter as executive 
secretary for several years. 

A symposium on “‘Selected Medical and Neurological 
Problems” was presented February 23 in Cincinnati by 
the Ohio chapter and the Southwestern Ohio Society 
of General Physicians. 

Speakers included: Drs. Edward Litin, consultant, 
Section of Psychiatry, Mayo Clinic, Rochester, Minn. ; 
G. H. Marquardt, associate professor of medicine, 
Northwestern University Medical School, Chicago, 
Ill.; Samuel M. Feinberg, director, Allergy Research 
Laboratory, Northwestern University Medical School, 
Chicago; Louis S. Smith, associate director of pathol- 
ogy, St. Paul’s Hospital, Dallas, Tex.; William FE. 
Barfield, associate clinical professor of endocrinology, 
Medical College of Georgia, Augusta, Ga.; Frank H. 
Mayfield, assistant professor of clinical surgery, Uni- 
versity of Cincinnati College of Medicine, Cincinnati, 
Ohio. 

Chairman of the noon luncheon for physicians and 
wives was Dr. A. H. Willke, president, Southwestern 
Ohio Society of General Physicians, Cincinnati. 
> Minnesota chapter’s official publication, Medical 
Diggings, is now under the direction of the new editor, 
Dr. Robert B. Potter of Minneapolis. Dr. Albert Ritt 
of St. Paul, the former editor, served the chapter in 
that position for many years. 
> Members of New York chapter who elected to attend 
the Caribbean cruise following their recent state meet- 
ing participated in a very successful refresher course 
in cardiology. 

Lecturers, from the New York University Post- 
Graduate Medical School, included Drs. Clarence E. 
de la Chapelle, J. Scott Butterworth and Charles A. R. 
Connor. 

In addition to the lectures, members examined and 
experimented with exhibits of audio-visual equipment 
for auscultation of the heart. 

The Virgin Islands, Ciudad Trujillo in the Domini- 
can Republic and Haiti were important stops on the 
cruise. Members visited hospitals in each port and in 
Haiti were received by Dr. Francois Duvallier, a 
gener! practitioner and president of the Republic. 

Election of officers for the New York County (New 
York) chapter was held recently with the following 


GP April 1958 


results: Dr. Joseph A. Pincus, president; Dr. Harry K. 
Grottewit, vice president; Dr. Stanley H. Greenwald, 
secretary; Dr. Michael C. Armao, assistant secretary ; 
Dr. Morton M. Spielman, treasurer and Dr. Morris 
Amateau, assistant treasurer. 

> New officers of the Los Angeles (California) chap- 
ter who were installed at a recent meeting are: Drs. J. 
Coburn Whittier, president; Gaylord L. Fisher, vice 
president; Harold E. Patersen, president-elect; Ralph 
L. Bennett, secretary-treasurer and Hammond S. 
Horton, assistant secretary. 

Dinner and dancing followed the installation 
ceremonies. 

Another California chapter, San Francisco’s, is 
holding its fifth annual symposia in medicine at the 
Fort Miley Veterans Administration Hospital in San 
Francisco, April 1-May 6. The course, to be held 
every Tuesday evening for six weeks, is given in co- 
operation with the medical departments of Stanford 
University, University of California and the Fort Miley 
Veterans Administration Hospital. 
> Dr. Charles E. Wilbanks was installed earlier this 
year as president of the Tulsa (Oklahoma) chapter. 
He succeeded Dr. Wendell Smith. New president- 
elect is Dr. Logan A. Spann. Other new officers in- 
clude: Drs. Thomas W. Taylor, vice president; 
Harlan Thomas, secretary-treasurer and Wilmot B. 
Boone and Earl L. Lusk, directors. 
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meprobamate 
prolonged 


capsules 
venly sustain relaxation 


TWO MEPROSPAN CAPSULES IN THE MORNING 
RELIEVE ANXIETY, TENSION AND SKELETAL MUS- UNI 
CLE SPASM THROUGHOUT THE DAY. 
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eprospan 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 


Each Meprospan 
capsule contains 
200 mg. of 


muscle the clock 


of coated pellets. 
The drug is continuously 
released over a period 
of 10 to 12 hours... 
® maintains constant 
level of relaxation 
minimizes the 
possibility of 
side effects 
= simplifies patient’s 
dosage schedule 


\ 
TABLET THERAPY 


PROSPAN CAPSULES AT BEDTIME 
UNINTERRUPTED SLEEP THROUGH- 
NIGHT. 


Dosage: Two Meprospan capsules q. 12 h. Supplied: Bottles of 30 capsules. 
Each capsule contains: Meprobamate (Wallace) ... 200 mg. 


2-methyl-2-n-propy!-1,3-propanediol dicarbamate 


Literature and samples on request 
® 
WW} WALLACE LABORATORIES, New Brunswick, N. J. pamee 
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SYSTEMIC ENZYME THERAPY 


STREPTOKINASE -STREPTODORNASE LEDERLE 


Now, a new approach to the universal problems of trauma and infection 
through control of swelling and inflammation. 


For the first time, clinically proved Streptokinase — absorbed directly, 
pleasantly by buccal route. 


Clinical trials to date demonstrate the significant effectiveness of VARIDASE 
Buccal without mucosal irritations, or allergic manifestations. 


Varidase Buceal Tablets 


Each Tablet Contains: 10,000 Units Streptokinase and 
2,500 Units Streptodornase 


Dosage: One tablet four times daily for a minimum of 
three days 
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ITHOUT INJECTION 


UCCAL TABLETS 


ONTROLS INFLAMMATION—REDUCES SWELLING— RELIEVES 
ASSOCIATED PAIN. 


or the management of edema associated with TRAUMA and INFECTION, 
ELLULITIS » ABSCESSES HEMATOMA + THROMBOPHLEBITIS SINUSITIS 
VEITIS CHRONIC BRONCHITIS LEG ULCERS CHRONIC BRONCHIECTASIS 


EDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK EC Lederie} 
Reg. U.S. Pat. Off. 
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SANBORN VISETTE 


electrocardiograph 


Everything you need for taking an accurate, permanent, directly- 
recorded electrocardiogram is now available in a “‘package’’ the 
size of a portable typewriter, and that weighs only 18 pounds! 
This is the new Model 300 VISETTE — a completely modern, 
transistorized ECG recently introduced by Sanborn Company. 
The unique design has made possible for the first time a clinically 
accurate instrument that is fruly compact and fully portable. 

By actual use — in your own examining room, in your patient’s 
home, at a hospital — you can discover the Visette’s value and 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise 
the design concept of this new Sanborn instrument. 

A comprehensive folder describing the Model 300 VISETTE 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a 
demonstration in your office — to see for yourself the advantages 
of owning the ECG that “brings ’cardiography to your patient.” 


The established Sanborn Model 51 Viso-Cardiette 
available for those who prefer a larger, heavier (34 Fe 


instrument — $785.00, delivered. ‘Many doctors vse their 
“Sl Viso" in the office and the Visette on “cardiograph calls.” ‘ft 

SANBORN COMPANY 


MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass. 
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in non-specific vaginitis 


e in postpartum care 


¢ after vaginal surgery 


Triple Sulfa Cream 
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respiratory infections 
gastrointestinal infections 
genitourinary infections 
miscellaneous infections 


immediate 


use 
therapeutic 


intramuscular 


with Xylocaine® 


250 mg. per 1 dose vial 
100 mg. per 1 dose vial 


® when oral therapy is contraindicated (vomiting, dysphagia, 
intestinal obstruction, gastrointestinal disorders) 


®@ when the patient is comatose or in shock 

® postoperatively 

1. fast peak blood and tissue concentrations 

2. high cerebrospinal levels 

3. for practical purposes, Sumycin is sodium-free 

Each vial contains tetracycline phosphate complex equivalent 
to 250 mg., or 100 mg., of tetracycline HCI. (Note: 250 mg. 
dose may produce more local discomfort than the 100 mg. 
dose.) 


FLEXIBLE DOSAGE FORMS FOR CONTINUING ORAL THERAPY 


complex equiv. 
tetracycline HCI (mg.) Packaging 
Capsules (per capsule) 250 Bottles of 
16 and 100 
Half Strength Capsules 125 Bottles of 
(per capsule) 16 and 100 
Suspension 125 60 cc. bottles 
(per 5 cc. teaspoonful) 
Pediatric Drops 
(per cc.—20 drops) 


Squibb Quality—the Priceless ingredient 


“SUMYCIN'® IS A SQUIRE TRADEMARK ASTRA PHARMACEUTICAL PRODUCTS. INC. 
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As UNEMPLOYMENT continues to grow and other evi- 
dence of a deepening recession appears, the Congress 
receives many proposals labeled as panaceas or at least 
partial solutions to our economic problems. These can 
be characterized as tax cuts, public works programs, 
and aid to the unemployed. 

The tax cut proposals range from the suggestion 
that withholding taxes on income be forgiven for a 
month or two (it is argued that this would give im- 
mediate aid by providing consumers with extra money) 
to an increase in personal exemptions. 

The public works programs include speeding up 
and extending the highway program, the construction 
of post office buildings throughout the country and 
an increased housing program. The medical field 
has not been ignored in the building program. Rep- 
resentative John Fogarty (D.-R.I.) Chairman of the 
House Subcommittee on Appropriations for the De- 
partment of Health, Education and Welfare, wrote 
President Eisenhower proposing a hospital construc- 
tion and renovation program as an anti-recession 
measure. Mr. Fogarty suggested that renovation of 
existing hospitals could be carried out through federal 
loans carrying little or no interest. He also urged the 
President to increase his Hill-Burton hospital con- 
struction program request to $210 million, the maxi- 
mum allowed under the law. In his budget the President 
requested only $75 million, although it is estimated 
that $112 million, including carry-over from previous 
years, will be expended next year. 

The aid to the unemployed programs consists mainly 
of programs whereby the surplus foods would be 
distributed to the unemployed; unemployment com- 
pensation programs would be improved and increased 
and miscellaneous programs arranged to open up em- 
ployment opportunities. The latter two suggestions 
are discussed here in the following paragraphs as 
specific legislative proposals. 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 
Prepared exclusively for GP by the AMA’s Washington Office, 

this monthly feature presents a running box score 
of important legislative action. 


AMA Washington Report 


Revision of Unemployment Compensation 
S. 3244 by Sen. John Kennedy (D.-Mass.) & others 


This bill is of interest to the small business and 
professional man because, if enacted, it would result 
in his becoming subject to the unemployment com- 
pensation tax law. 

It is Senator Kennedy’s belief that the unemployment 
compensation laws enacted by the states are not ade- 
quately meeting the problems of unemployment. This 
bill is a method of getting the states to change their 
laws. Under its terms, in order to qualify for federal 
grants, the states would be required to change their 
plans so that, among other things, an unemployed 
person would be entitled to an amount equal to at 
least one-half of his average weekly wage up to a maxi- 
mum of at least two-thirds of the average weekly wage 
earned in the state, whichever is less. The employee 
would be entitled to this for a minimum of 39 weeks. 

To help meet the cost of this program, the bill 
would impose upon every individual employing one 
or more persons the current excise tax of 3 per cent of 
payroll up to $3,000 paid to an individual employee. 
(This would not be a deduction, but a tax paid en- 
tirely by the employer.) Existing law makes an em- 
ployer of four or more individuals liable to the tax. 
It also provides that a credit of up to 90 per cent of the 
tax could be obtained under certain circumstances, 
such as the payment of an unemployment compensa- 
tion tax to a state. 


H.R. 10974 by Rep. John H. Dent (D.-Penna.) 

This bill would liberalize the social security law 
by reducing the retirement age of both men and women 
to 60. It would also eliminate the age requirement 
for spouses’ benefits so that a wife or husband, widow 
or widowers, would become entitled to benefits as soon 
as their spouses became eligible or died. 


a 
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Social Security Benefits Liberalization * 


Benefits would be increased across the board with 
the minimum raised to $50 a month. The maximum 
family benefit would be raised from the present $200 
to $250 per month, while the maximum an individual 
could receive would be increased from the present 
$108.50 to $121.50 per month. 

To meet the cost, the wage base upon which Social 
Security taxes are paid would be increased from the 
present $4,200 to $5,000. In addition, the tax rate 
would be increased so that beginning in 1959 the 
employee and employer each would be paying 2% per 
cent (the present rate is 2% per cent) and the self- 
employed would be paying 44% per cent (currently 3% 
per cent). The bill provides periodic increases so that 
by 1975 the employee and employer each would be 

. paying 4% per cent and the self-employed 7% per 
cent on the $5,000 base. If this bill is enacted, begin- 
ning in 1975 the self-employed individual with an 
income of $5,000 or more would be paying $356.25 
annually for social security coverage. 

Mr. Dent would lower the amount of earned income 
an individual would be allowed before suffering a 
reduction of benefits from the present $1,200 to $600 
annually. His purpose in doing this and in lowering 
the age for retirement is to give the older worker an 
incentive to retire and thereby open employment op- 
portunities for the unemployed. 


Other Legislation 


Defense Department Reorganization 

H.R. 11001 Rep. Paul J. Kilday (D.-Tex.) 
H.R. 11002 Rep. Leslie C. Arends (R.-IIl.) 
H.R. 11003 Rep. Carl Vinson (D.-Ga.) 


The purpose of these identical bills is to reorganize 
the office of the Secretary of Defense by limiting its 
civilian employees to 600 (thereby eliminating 1,800) 
and by reducing the number of assistant secretaries 
by fourteen. One of those to be eliminated would be 
the Assistant Secretary of Defense for Health and 
Medicine, a post currently held by Dr. Frank Berry. 

For some time prior to 1953, the American Medical 
Association had urged that an Assistant Secretary of 
Defense for health and medical matters be established 
*in an effort to insure a more equitable utilization 
of medical manpower by the Armed Services.” After 
considerable study by a Committee on Department of 
Defense Organization, the office was established as one 
of six assistant secretaries provided in Reorganization 
Plan No. 6 of 1953. In its report to the Secretary of 
Defense the Committee at that time stated: 


**In view of the recognized importance of maintain- 
ing high health standards among the personnel of the 
armed forces, and of providing and managing hospitals 
and other medical installations at the smallest possible 
cost in dollars and professional personnel, an assistant 
secretary position is justified and necessary.” 

The assistant secretary’s duties were described as 
“making studies and recommendations leading toward 
development of a more unified system of hospital and 
training programs for military medical personnel, 
especially in the zone of the interior.” 


Anki-vivisection 
H.R. 10996 by Rep. Usher L. Burdick (R.-N.D.) 

This bill would provide fines up to $1,000 and/or 
imprisonment up to one year for any person who 
transports in interstate commerce or in the District 
of Columbia or territories cats and dogs for vivisec- 
tion or for any kind of medical or scientific experi- 
mentation. 


Hearings 


Both the House and Senate Armed Services Com- 
mittees have been studying bills that would change 
the methods of computing base pay for members of the 
military services. Some of the bills propose modifica- 
tion of the Medical and Dental Officer Career In- 
centive Act of 1956. In answer to requests from both 
committees for an opinion, Dr. F. J. L. Blasingame, 
General Manager of the American Medical Association, 
reiterated the Association’s “‘whole-hearted support” 
of the career incentive law. Explaining that “this 
legislation authorized step-up salary increases for 
military medical officers, with the raises so spaced as 
to appeal to seasoned officers, many of whom are 
leaving military careers for the private practice of 
medicine,” he went on to say “our great concern is 
that the progress made since 1956 will be lost if the 
relative benefits provided under the career incentive 
act are eliminated in the proposed legislation. ... 
In time under this program the desired goal of a stable 
career corps, supplemented by younger reserve phy- 
sicians serving for a shorter period of time, should be 
reached . . . we believe that the proposed reduction in 
special pay by as much as one hundred dollars or one 
hundred and fifty dollars monthly in the groups of 
the most experienced physicians appears unwise. It 
certainly seems to be premature in that it would 
drastically change a law which is less than two years 
old.” 


2 
wir 
Spats 
al 
7 


